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EBVLTORIALS 


ARE PHYSICIANS REMISS IN CIVIC 
RESPONSIBILITIES? 


Physicians Reluctant to Become Legislators. 
It is to be regretted that so few physicians in the 
United States seek to serve their country in legis- 
lative halls. For this lack of civic interest and 
willingness to assume such responsibility, the 
medical profession is made to suffer, as witness 
in many commonwealths the numerous cultist ex- 
amining boards, the recurring onslaughts on the 
standards of medical practice acts, the attacks 
upon legitimate public health activities, the efforts 
of antivivisectionists and similar well-meaning, 
but nothing-much-more, groups. 


* * * 


Next California Legislature Convenes in 
January, 1937.—The next California Legislature 
will convene in the first week of January, 1937, 
and we shall observe, as in years gone by, the 
introduction of probably five hundred or more 
bills, each of which, if enacted into law, may affect 
public health and medical practice interests. These 
measures, even now, are probably in their forma- 
tive dress, their sponsors merely awaiting the out- 
come of the primary election on August 25 to 
determine which of the opposing candidates for 
each assembly and senatorial district shall be sup- 
ported; so that election support then given, if 
coupled with victory in the final elections, in No- 
vember, shall be rewarded with partisan advocacy 
of the proposed laws. 


* * * 


Medical Profession Can Take a Lesson From 
the Legal Profession.—As always, there will 
be a good representation in the legislature of the 
legal profession, whose younger and some older 
members find it worth the effort to be known as 
such. In addition, this year, as in the four years 
just passed, we may look for a rather substantial 
representation of citizens who are allied to some 
of the newer reform movements. 


How beneficial, then, it would be if among the 
successful legislative candidates it were possible 
to note, as six or more assemblymen and three or 


t Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 


sociation, are printed in the Editorial Comment column, 
which follows. 
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more state senators, and in the federal legislative 
halls, as one or more congressmen from Cali- 
fornia, the names of those already honoring the 
medical profession! 

* * * 


Physicians Not in Active Practice Should Be 
More Active in Civic Matters.—Such a picture 
could easily be created, especially if some of the 
older members of the profession, whose means 
are such as to no longer demand their active prac- 
tice, responded to the lure of civic duty and stood 
as candidates for these offices 

California, and other states as well, need in 
their legislative halls the knowledge and judgment 
which members of the medical profession can 
give, and more so than ever before in these years 
of social unrest. 

* * * 


County Medical Societies Should Also Be 
Alert to Civic Responsibilities.— Here and 
there, one is able to note signs of increased inter- 
est in matters of this kind on the part of organ- 
ized medicine units. Take, for example, the action 
of the Board of Councilors of the Los Angeles 
County Medical Association in authorizing the 
appointment of a committee to form a class for 
physicians wishing to study methods of public 
speaking. That effort came from the experience 
of radio talks, it having been demonstrated that 
very few physicians know how to prepare and 
deliver an effective talk for a radio audience. The 
plan, for its evident value, is commended to the 
consideration of other component county medical 
societies, 

* * * 


Proposed Legislation to Be Studied.—As re- 
gards legislation to which the California ot 
Association may give special attention in 1937, 
need hardly be stated that the Council and ae 
Committee on Public Policy and Legislation will 
make an earnest effort to consider most 
all possible needs. In a general way, very little 
that is new is likely to be offered. If conclusions 
can be drawn from the experiences of former 
legislative sessions, it is probable that most effort 
will need to be directed against vicious public 
health legislation now in the forming, which will 
first come into the open at the end of January 
perhaps even after the February recess. 

Component county societies and individual mem- 
bers of the Association, therefore, are cautioned 
not to give endorsements or approval of legis- 
lative measures without first communicating with 
the Committee on Public Policy and Legislation, 
through the office of the Association Secretary. 
Embarrassing situations, and worse, will thus be 
avoided by observing this rule. 


carefully 


or 


* * * 


At the November Election, Support Only 
Legislative Candidates Who Hold Sound 
Views on Public Health. — By the time this 
issue of the official journal reaches its readers the 
primary election will have decided who are to be 
the opposing candidates. With that fact estab- 
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lished, physicians, both as individuals and through 
their organized units, should learn the reaction oi 
all nominees on sound public health measures, 
so that support in the November election may be 
given to the candidates who, in these matters 
at issue, can best serve the people. 


QUALIFYING CERTIFICATE (BASIC 
SCIENCE) LEGISLATION 


Tentative Draft of Qualifying Certificate 
Law Has Been Prepared.—In the last legis- 
lature, a tentative draft of a Qualifying Certifi- 
cate law was introduced, more, however, to giv: 
notice that such a statute was seriously contem- 
plated than with any thought to urge its passage. 
As was anticipated, the measure, in the form pro- 
posed, was generously amended in committee, 
where it remained until the legislature adjourned. 

The Special Committee of the California Medi 
cal Association, to whose members have been 
delegated the study and drafting of a Qualifying 
Certificate law, has no intention at this time oi 
presenting such a statute for the consideration o/ 
the 1937 California Legislature. That does not 
mean that other interests or individuals may not 
submit such a proposed law. 


* * * 


An Initiative Law Is Necessary. — As has 
been stated in the committee reports printed in 
the official journal, a Qualifying Certificate (Basic 
Science) law to be of any value in California—a 
state with multiple examining boards—must be 
made to include each of the healing-art boards 
already established, as well as others that may 
be established in the future. In view of the fact 
that California has three healing-art acts—the 
medical practice law, a legislative enactment ; the 
osteopathic law, an initiative statute; and the 
chiropractic law, also an initiative measure—it is 
understandable why a Qualifying Certificate law 
must also be enacted by initiative vote of the 
electorate, if it is to be made to apply to the above 
groups. For a basic science law passed by the 
legislature could not be made to include either the 
osteopathic or chiropractic groups. 


* * * 


Initiative for Qualifying Certificate Law to 
Be is reason the pro- 
posed Qualifying Certificate law must lie over 
for the regular state election in November, 1938. 
In the meantime, when opportunity arises, the 
advantages and need of such a law should be 
stressed before lay and professional groups. 


It is not anticipated that the osteopathic licenti- 
ates will give serious opposition to such a measure, 
because that group is constantly raising its stand- 
ards of admission and should have no serious 
objection to such a measure. It is to be hoped 
that the chiropractors who are licensed will also 
appreciate the advantages in such a law. 





Prac- 


titioners of all healing-art groups already licensed 
in California will come under the provisions of 
such a law, not through examination, but by regis- 





September, 1936 


tration of their certificates as licentiates. But 
every graduate, after the enactment of such a 
law, and prior to taking his healing-art exami- 
nation for licensure, would be obliged to pre- 
sent a certificate from the Qualifying Certificate 
Board to show that he had successfully passed 


its examination. 
* + * 


Basic Elements of Proposed Qualifying Cer- 
tificate Law.—The tentative provisions of the 
California Qualifying Certificate law, which has 
been outlined in previous issues of CALIFORNIA 
AND WESTERN MepIcINeE, have been designedly 
drafted in broad and liberal manner, with the basic 
thought in mind that it is not a quantitative 
amount of specified knowledge that is needed so 
much as that the applicant for the certificate shall 
have had cultural training of a certain standard, 
and that the examination shall be given by a lib- 
eral arts (non- -healing art) board of undoubted 
scholastic ability and integrity, and free from all 
political influence. It is believed that the bill, as 
contemplated, will possess these requisites. Mem- 
bers of the profession who are interested are in- 
vited to send suggestions to the committee, whose 
members are listed in the Special Committees on 
advertising page 6 of each issue of the JOURNAL. 


“THE ATTACK ON GROUP MEDICINE” 


“The Attack on Group Medicine,” an Effusion 
by an “Advertising Man.”—The Nation, a maga- 
zine known to a goodly number of Americans, in 
its issue for July 4 prints an article entitled, “The 
Attack on Group Medicine,” by one James Rorty. 


The author is not so well known as the publi- 


cation for which he writes; but The Nation, in 
discussing the contributors to that number, on 
page 140, naively states: 

James Rorty concludes in this issue his series on medi- 
cal politics in the United States. Formerly an advertising 


man, Mr. Rorty wrote the inside story of advertising in 
his book, “Our Master’s Voice.” 


* * * 


This “Advertising Man” Thinks He Knows 
His Subject.—Read, now, some of the outpour- 
ings of this former advertising man who, in the 
language of his training, speaks dogmatically and 
otherwise concerning the medical profession and 
its constituted bodies of organization; reference 
to which article is made because it is an example 
of similar outpourings from propagandists in- 
spired mostly by sources unknown. 

The Borden Milk boycott of Chicago is dragged 
into the opening paragraphs, and the American 
Medical Association, and also its secretary, Dr. 
Olin West, and its journal editor, Dr. Morris 
Fishbein, are taken to task for not having made 
official pronouncements against the boycott. Read 
and ponder 

Excellent! But did the American Medical Association 
officially and publicly repudiate the boycott at any time 
while it was in progress or since? It did not. Did Doctor 


Fishbein repudiate the boycott in the Journal? He did 
not. 
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The plain fact is that in doing what they did the medi- 
cal boycotters and slanderers were obeying the spirit, if 
not the letter, of policies which the American Medical 
Association has followed for many years—policies de- 
signed to defend and perpetuate a system of medical serv- 
ice and payment which is demonstrably obsolete and heart- 
breakingly destructive both of human health and medical 
idealism. Again and again, both officially and unofficially, 
the American Medical Association has used brass knuckles 
on the advocates of change in the organization of medical 
care wherever they showed their heads. As a result of 
this policy some of the best heads, both in and out of the 
medical profession, are bloody—but not noticeably bowed. 
Expulsion from his medical society, the loss of hospital 
and university appointments, public ostracism, and private 
slander—these are the penalties visited almost automati- 
cally upon nearly every doctor who attempts to rip off the 
nineteenth century swaddling clothes in which the rugged 
medical individualists would like to bind the huge potential 
resources of modern medicine. 


Could statements such as these be clothed 
sentences more ridiculous? Before Advertising 
Man Rorty rushed into print with such an on- 
slaught, he might well have taken time to famili- 
arize himself with the history of the American 
Medical Association and its long record of com- 
mendable service. 

* * * 


The Place Given to State and County Medi- 
cal Associations.—Note the mental attitude of 
“former advertising man, Mr. Rorty,” and how 
he vents his mind upon the constituent state as- 
sociations and their component county societies : 


There is plenty of current evidence that the ruling 
hierarchies of the American Medical Association, includ- 
ing most of its state and county units, intend to obstruct 
and hamstring all attempts to set up voluntary group- 
practice and group-payment schemes of medical care, re- 
gardless of the demonstrated quality and economy of the 
service offered by such organizations. .. . 


After commenting, too, on the Los Angeles and 
Dallas County Medical Societies proceedings, Mr. 
Rorty states that the American Medical 
ation Judicial Council 


. enunciated a new principle, now embodied in two 
clauses, 6 and 7, which have recently been added to the 
office code of ethics. Any group-practice organization is 
now ruled “unethical.” 

6. When the conditions of employment make it impossi- 
ble to render adequate service to the patients. 

7. When the contract, because of any of its provisions 
or practical results, is contrary to sound public policy. 

In practice this means that if the majority of the mem- 
bers of any county medical society decide that a clinic 
or group-practice organization is “against sound public 
policy” they can expel from their society the doctors as- 
sociated with the clinic, and the Judicial Council of the 
American Medical Association will sustain them. What 
the American Medical Association is saying in effect is 
this: A group clinic may not solicit patients, directly or 
indirectly; may not underbid individual physicians to 
secure a contract ; may not charge fees which, in the judg- 
ment of the competing individual members of the county 
medical society, are inadequate to secure good medical 
service; may not interfere with reasonable competition in 
a community ; may not prevent free choice of a physician; 
may not set up conditions of employment which in our 
judgment make it impossible to render adequate service 
to patients. Finally, no group-practice organization may 
operate under a contract which because of any of its pro- 
visions or practical results is in our judgment contrary to 
sound public policy. 

This is the heart of the American Medical Association's 
1936 policy with respect to the organization and distribu- 
tion of medical care. Not even the United States Supreme 
Court has dared to assert such impudent claims to power 
over matters affecting the life and death of the American 
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people. True, the American Medical Association has no 
legal authority. It cannot prevent a physician from prac- 
ticing nor can it stop a group clinic from operating. But 
it can and does implement its claim to authority by public 
excommunication and private ostracism and persecution. 
It has no police powers, but it can and does summon its 
medical squads and battalions to a holy war in defense of 
their own status, their own emoluments. It does this 
whenever the pressure of public need fires a group of pro- 
gressive doctors with the determination to cast off the 
shackles of the American Medical Association’s pocket- 
motivated “ethics” and attempt to give people decent medi- 
cal care at a price they can afford to pay. There have 
been scores of such holy wars and they are all pretty 
much alike. Two recent examples will suffice to illustrate 
the customary strategy and tactics. 


In similar fashion, in this “second of a series 
of four articles on medical politics,’ Layman 
Rorty continues on to discuss several medical- 
service groups which in his opinion have been 
unjustly disciplined by the county medical organi- 
zations of which they were members; his infer- 
ence being, of course, that the members of the 


county societies were in each instance persecuting 
the offenders. 
* * * 


The Respective Backgrounds of Advertising 
Men and of Physicians.—It is not to be won- 
dered at that a layman, with an advertising man’s 
training and background such as that of Mr. Rorty 
should be unable to understand why physicians 
place a high value on conduct as a basis of mem- 
bership in their county medical societies, and that 
when county society members as a whole, and 
almost without exception, object to a member or 
members inaugurating a form of medical service 
which somewhere in its make-up is motivated and 
associated with commercialism as a basic element, 
rather than by maintenance of high standards of 
professional service, these members of county 
societies are only giving expression to their indi- 
vidual selves as reflected in the aspirations that 
led them to enter a profession where service to 
human fellows, rather than acquirement of riches 
through trade or vocation, was to be the major 
element in their life careers. 

* * * 


The Advertising Man Needs More Training 
in Logic.—Mr. Rorty writes his story in first- 


class style—for that is what an advertising man. 


must learn to do to emphasize the wares of his 
client ; but he certainly draws broad and dogmatic 
deductions, with condemnation of almost the en- 
tire medical profession of the United States (for 
the American Medical Association has a member- 
ship of about 103,000 physicians), from some 
isolated instances which even if he were right— 
which we believe he is not—do not establish 
premises warranting such conclusions. And even 
if in one or two cases he were right, he might 
well remember the old rule in logic, not to draw 
general conclusions from special instances, which 
he seemingly has done, with literary results as 
noted above. Perhaps, it was the literary merit (!) 
that led the editors of The Nation to accept the 
article. If not that, then mayhap some of their 
special journalistic policies, which an inspection of 
their magazine quickly reveals. 
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ANNUAL REPORT OF THE ROCKEFELLER 
FOUNDATION FOR THE YEAR 1935 


President Max Mason’s Foreword.— Max 
Mason, retiring president of the Rockefeller 
Foundation, in the opening paragraphs of his 
foreword states: 

I have the honor to transmit herewith an account of 
the work of the Rockefeller Foundation for the perio! 
January 1, 1935 to December 31, 1935, including the re- 
ports of the secretary and the treasurer of the Founda- 
tion, the director of the International Health Division 
and the directors for the Medical Sciences, the Natural 
Sciences, the Social Sciences, and the Humanities, and oi 
the vice-president in charge of program in China. 


During the year the Foundation has continued its 
efforts in public health through the International Healt) 
Division. Financial assistance and the codperation of its 
staff have supplemented governmental agencies in the 
training of public health personnel and in the control of 
disease, while the staff has continued its study of certain 
diseases in their environments, and also the laboratory 
research to which this study leads. 


The detailed, but most modest outline of the 
activities of the Rockefeller Foundation for the 
year 1935, which follows, needed 479 pages to 
tell the story of altruistic and wise endeavor for 
betterment of the human race, to effect which this 
meritorious foundation stands sponsor. 


* * * 


How the Money Is Spent.—The funds avail- 
able in the Foundation total $46,523,610.86. 

Disbursements during the year amounted to 
$12,725,439.34. Members of the medical pro- 
fession will be interested to note the nature of 
some of the fund allocations: 


RIN INN ceo eh tte $ 692,524.79 
IS RR oS a a 8,285.26 
a Ce Nae ee 511,242.73 
IRENE SUIS sessed vetecies neem 699,214.33 


In the summary of expenditures in 1935 are 
mentioned activities such as: 


UNIVERSITIES AND OTHER EDUCATIONAL INSTITUTIONS 
Medical Science Education 


Cheeloo University, Tsinan, China................ $ 4,168.75 
China Medical Board, Inc., New York City... 460,850.00 
Chulalongkorn University, Bangkok, Siam.. 7,214.35 
University of Brussels, Belgium.................... 200,000.00 
University of Colorado, School of Medi- 

CN ee cmaicenen beside krtacbcicpsomapieeeeniins 7,791.69 
University of Montreal, Canada .................. ; 


12,500.00 
$ 692,524.79 


Public Health Education 
Dalhousie University, Halifax, Canada........ $ 


Nursing Education, University of Toronto, 


I crane 8,238.18 
Vanderbilt University, Nashville, Tenn....... 500,000.00 
UN a ae 3,004.55 


$ 511,242.73 


Public Health 
Central Medical School for Native Medical 
SORA SINR ING occa Siniceswiseocevebntswinenel $ 


Regular program of the International 
Health Division in state and local health 
work, public health education, control and c 
investigations of specific diseases .............. 2,015,470.95 
League of Nations Health Organizations, 


Geneva, Switzerland 105,220.56 
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National Health Administrations of China, 
Nanking schools and institutes of hy- 
giene, and public health, Hungary, Buda- 
pest pa 

Italy, Rome 

Japan, Tokyo = 

University of Brussels, Belgium 


9,804.06 
10,853.93 
27,757.64 

247,118.13 


$2,443,179.62 


From the above the scope and wide medical 
afhliations of the Foundation, exemplified in equal 
measure for work in social and natural sciences, 
and in the humanities, are easily evident. 


* * * 


The International Health Division.—In com- 
menting on the work of its International Health 
ivision, the report states: 

The dominant feature of the former world-wide pro- 
gram was the creation and development of technically 
competent local, state, and national health services. This 
was the outcome of the still earlier hookworm work, 
which led to an interest in the formation of well-rounded 
health departments which would include the control of 
hookworm disease and similar types of public health work 


as an integral part of their regular health-protection pro- 
grams. ... 


The demonstrations in which the Foundation has par- 
ticipated, and the ever-increasing application of present- 
day methods by governments have undoubtedly greatly 
extended the benefits of public health service, but at the 
same time they have brought out, as nothing else could 
have done, the very real limitations of existing knowledge 
and particularly its frequent inadequacy when applied to 
specific problems under special conditions. Through ex- 
perience it has become apparent that the Foundation can 
render its greatest service in the public-health field by 
shifting its emphasis from the rapid and extensive appli- 
cation of existing knowledge to the securing of additional 


facts necessary to effective and economical control of 
disease... . 


The dominant feature of the new program is field re- 
search, through which it is hoped to arrive at the control 
of certain specific diseases. Among the diseases studied 
in 1935 yellow fever heads the list; malaria, likewise, 
occupies a position of major importance. Significant con- 
tributions were, however, also made in schistosomiasis, 
yaws, tuberculosis, undulant fever, and other diseases. 

The attempt is not made to engage in research on all 
the diseases in the field of public health. Efforts are con- 
centrated on a limited number of clear-cut public health 
problems, with emphasis on the need for studies of dis- 
ease in its environment and on closely related laboratory 
investigations, in order to define the problems with greater 
accuracy and to search for more effective and less expen- 
sive methods of disease control. ... 


Fifty pages are given to a sketch of activities 
carried on by the Division of the Medical Sciences, 
and the following brief excerpts will serve to indi- 
cate their nature: 


During 1935 the Rockefeller Foundation appropriated 
$2,733,050 for work in the field of medical science. Of 
this sum, $1,459,450 was contributed to projects for the 
advancement of psychiatry. ... The term “psychiatry,” 
as used here, is an inclusive one, comprising clinical psy- 
chiatry; clinical neurology; the anatomy, physiology, 
hemistry, pharmacology, and pathology of the nervous 
system; some aspects of psychology; and those phases of 
ther branches of medicine which bear directly on the 
understanding of human behavior. . . . 


7 y Y 


In six institutions in the United States where circum- 
stances are especially favorable for the development of 
teaching and research in psychiatry, the Foundation is co- 
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operating in programs to improve the presentation of this 
subject to medical students and to bring it into closer 
relation with other branches of medicine... . 


7 7 


Training in psychoanalysis is of great importance to 
the psychiatrist, but at the present time facilities for such 
training are limited. To aid in extending opportunities 
in this field the Foundation made a grant of $100,000 to 
the Institute for Psychoanalysis, Chicago, payable over a 
three-year period, beginning October 1, 1935, to enable it 
to enlarge the scope of its teaching and research. ... 


Yt 7 7 


In the study of mental diseases, child psychiatry is one 
of the basic fields to be investigated. ... 


7 A ? 


The School of Medicine of the University of Chicago 
has been one of the few important medical schools of the 
United States without a department of psychiatry. Plans 
to remedy this defect have been under consideration at 
the University for some time. The possibility of aid for 
research work from the Sprague Fund has made the 
project especially attractive. The proposed plans are now 
being put into effect with the aid of a Rockefeller Foun- 
dation grant of $168,000... . 


7 t A 


Of the total sum of $1,459,450 appropriated by the 
Foundation in 1935 for the development of psychiatry, 
$903,950 was provided for the advancement of research in 
this field... . 


7 t ¢ 


The National Hospital, Queen Square, for the Relief 
and Cure of Diseases of the Nervous System Including 
Paralysis and Epilepsy, London, received a grant of 
$600,000, of which half is to be used toward the cost of 
erecting and equipping a new building and half for the 
endowment of research... . 


7 7 Y 


A grant of $5,000 a year for a period of three years, 
beginning June 1, 1935, was made to Columbia University 
for the salary of a psychiatrist to give full time to re- 
search in the Department of the Practice of Medicine of 
the College of Physicians and Surgeons... . 

v ? 7 


The Foundation made an appropriation of $9,050 to the 
University of Amsterdam toward the support of research 
on dementia praecox in the Neurological Clinic, under 
the direction of Dr. Herman de Jong, during the three- 
year period beginning April 1, 1935. This grant will pro- 
vide the salaries of a biochemist and assistants, and 
certain equipment and supplies. .. . 


* * * 


Other Foundations Might Well Model After 
the Rockefeller.— The few paragraphs given 
above are sufficient to indicate the excellence of 
the major plans of the Rockefeller Foundation 
and the splendid and efficient manner in which 
work in all its departments is carried on. In these 
days, when so many foundations seem to be using 
their resources on wild-goose chases, it is re- 
assuring to read such an account as that of the 
Rockefeller. Almost every page of the report is 
a tribute to the importance of wise and sane 
management in undertakings of this nature. The 
administrative heads of some of the other foun- 
dations, whose names have graced the pages of 
lay and scientific press in recent years, and given 
the impression of having lost their heads some- 
what as they visualized their responsibilities, could 
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study this Rockefeller report advantageously. An 
acceptance of its standards and methods would 
result in an elimination of some of the vagaries 
and egotisms which the directors of one or two 
other foundations seem unable to keep in the back- 
ground. It would be well for all foundations, 
massive or otherwise, to keep in mind that man’s 
world has been existing many hundreds of years, 
and that cultural and welfare developments have 
not been confined to recent times. Further, that 
in things closely associated with the daily lives of 
human beings, something more than revolutionary 
academic or report dissertations are necessary 
before the world can be changed. 

This truth applies particularly to activities re- 
lated to medicine, in which such amazing progress 
has been made in the last half century under a 
system which some lay theorists are insistent shall 
be changed to suit their views. Wherefore, as 
already stated, the 1935 report of the Rockefeller 
Foundation should be of interest to all medical 
men. At the next visit to your medical library, 
ask for the volume. It is well worth a careful 
inspection. 


Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Califor- 
nia Medical Association and its component 
county medical societies is printed in this issue, 
commencing on page 287. 


EDITORIAL COMMENT' 


THE TECHNIQUE OF ELECTRO- 
CARDIOGRAPHY* 


It had been known since 1856 that the contrac- 
tion of the heart resulted in the production of an 
electrical current, but not until 1887 did Waller 
demonstrate that this current could be led off from 
the surface of the body and recorded. Einthoven, 
in 1904, was the first to perfect an instrument 
sufficiently sensitive to accurately follow the small, 
rapidly-varying heart currents, and apparatus to 
record them. 

The earlier instruments were string galvanome- 
ters, the sensitive element being a very fine gold- 
plated quartz fiber suspended between the poles 
of a powerful electromagnet. Here the heart cur- 
rent, without modification, passes directly through 
the string and results in the deflection. Lately, in- 
struments using vacuum tubes have been devel- 
oped which greatly amplify the action current and 
pass it through the string of a relatively insensi- 
tive galvanometer, carrying a small mirror. Here 

+ This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California Medical 
Association to submit brief editorial discussions suitable 
for publication in this department. No presentation 
should be over five hundred words in length. 

_ * Articles in the Editorial Comment department in this 
issue, and marked with a ft, belong to a series of nine 
papers read before a recent meeting of the San Francisco 


Heart Association. The series will appear in this column 


in succeeding numbers of CALIFORNIA AND WESTERN MEDI- 
CINE, 
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the deflection of a reflected beam of light is photo- 
graphed. In the string instruments it is the 
shadow of the string itself which is photographed. 

The advantages and disadvantages of the two 
types of instruments are relative and minor. The 
string instruments must be more carefully han- 
dled, are operated preferably from batteries, are 
more easily shielded from alternating current in- 
terference, and give slightly higher complexes, 
mostly in the R and T waves, although it is not 
proven that this is a more accurate picture than 
that obtained with tube instruments, and the dif- 
ference is usually slight. The vacuum tube instru- 
ments are more portable, usually may be run from 
110-volt alternating current lines (ordinary house 
current), but give more trouble from A. C. base- 
line interference, and are more prone to have me- 
chanical difficulties. One prime difference is the 
fact that the skin resistance of the patient has no 
effect on the vacuum type. In the string instru- 
ment it must be compensated for. 

Whatever type instrument is used for the actual 
recording of the electrocardiogram, there are cer- 
tain precautions to be observed in the preparation 
of the patient and the actual taking of the picture. 


Preparation of Patient—1. The patient, when 
he is first informed of the desirability of obtain- 
ing an electrocardiogram, should be told that the 
activity of his heart produces the deflection and 
there is no possibility of his receiving an electrical 
shock. This is conducive to mental rest and physi- 
cal relaxation on the part of the patient, and also 
results in a much smoother base line on the car- 
diogram. 

2. The patient should be given a slip by his 
doctor (if forms are not supplied) to take to the 
cardiographer, giving the age, clinical diagnosis 
and details as to treatment with digitalis, as mini- 
mum information necessary. These facts are of 
distinct aid to the cardiographer in his interpreta- 
tion, since his function is more to correlate find- 
ings or suggest possibilities than to make a diag- 
nosis (except for disturbances of rhythm). 


Technique.—1. The essential conditions are to 
have the patient in a prone position and at rest. 
Dyspneic patients should be propped up with suf- 
ficient pillows to prevent respiratory embarrass- 
ment, as an absolutely horizontal position is not 
necessary. Just before each lead is taken, the pa- 
tient should be cautioned to be absolutely quiet. 
but may be allowed to move or talk at other times 

2. Proper electrical connection of the patient to 
the apparatus must be made. The skin where the 
contact is to be made should be scrubbed vigor- 
ously with a towel dipped in warm salt solution. 
The gauze is then soaked in this solution, wrapped 
about the limb, and the electrode applied tightly 
over it. These precautions lower skin resistance 
and prevent skin current. 

3. Lead IV connections are made by placing 
the right arm electrode on the anterior chest wall 
over the fourth left interspace, just to the left of 
the sternum. The left arm electrode is placed on 
the posterior chest wall directly opposite the other 
electrode. The patient is kept in the semirecum- 
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bent position on his left side while the lead is 
being taken. Lead V is the same, except that the 
posterior electrode is attached to the left leg. 
Many other variants have been described, all 


giving essentially the same cardiographic picture. 
University of California Hospital. 


Joun B. LaGeN, 
San Francisco. 


INTERPRETATION OF ELECTRO- 
CARDIOGRAMS 


Within recent years clinical electrocardiography 
las come to be more generally used, and it is ac- 
cepted as an important aid in the diagnosis of 
cardiac disease. However, its limitations are well 
recognized by cardiologists. Severe heart disease 
may not be accompanied by electrocardiographic 
abnormality and, conversely, definite abnormali- 
ties frequently are not inconsistent with good car- 
diac function. The evaluation of the electrocar- 
diogram, therefore, should always be made in the 
light of careful clinical examination, and caution 
should be exercised in the interpretation of elec- 
trocardiographic changes. 

The electrocardiograph is frequently of great 
value in clarifying the presence of various ar- 
rhythmias. It is sometimes impossible, for exam- 
ple, to distinguish clinically between auricular 
fibrillation, premature auricular beats and multi- 
ple extrasystoles, and similarly, the paroxysmal 
tachycardias, without its aid. 

The presence of myocardial disease is often 
It is prac- 


disclosed when not detectable clinically. 
tically impossible to diagnose latent heart block 
without electrocardiographic evidence, and this is 
frequently so with bundle-branch or I-V_ block. 


In coronary thrombosis the tracings are often 
characteristic, but not always necessary to diagnose 
the condition clinically; on the other hand, in 
doubtful cases of angina pectoris, typical changes 
may serve to substantiate the diagnosis definitely. 

The electrocardiograph may be of considerable 
help in the therapeutic management of the cardiac 
patient, and particularly in detecting the toxic ef- 
fects of digitalis on the myocardium prior to their 
clinical manifestations. It furnishes very little in- 
formation, however, concerning the presence of 
valvular or congenital heart disease, and then only 
indirectly. 

To estimate accurately the significance of ab- 
normalities in the electrocardiogram, it is essen- 
tial to know certain physiological principles in re- 
gard to the origin and spread of action currents in 
the normal heart, and likewise to appreciate the 
variation in appearance and time relation that may 
normally occur in the complexes. The following 
are some of the more important criteria employed 
in the interpretation of electrocardiographic 
tracings at the University of California Hospital : 
NORMAL FIGURES: 

Rate 60 to 100 

min. 

P.R. interval—0.20 sec. or less in lead in which it is 

longest. 
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Q.R.S. interval—0.10 sec. or less in lead in which it is 
longest. 
Axis deviation— 
Right—The main deflection of Q.R.S. is down and 
of Q.R.S.s is up. 
Left—The main deflection of Q.R.S. is up and of 
Q.R.S.s is down. 
Voltage of Q.R.S. complex—usually 
lead showing the highest voltage. Deflections under 
5 mm. in all leads are definitely abnormal. 


Voltage of T wave—Over 1 mm. 


over 10 mm. in 


CRITERIA OF BUNDLE-BRANCH BLOCK: 

Q.R.S. interval over 0.10 sec. 

Q.R.S. complex slurred or notched. 

A definite axis deviation with the T wave in opposite 
direction from main Q.R.S. deflection (sometimes in 
opposite direction from the slurred limb of the Q.R.S. 
deflection). 

FUNCTIONAL DISTURBANCES GENERALLY 
MYOCARDIAL DAMAGE: 

In the conduction system: 
Prolongation of P.R. or Q.R.S. interval (especially 

in the case of bundle-branch block). 


Definite slurring or notching of Q.R.S. complexes in 
two leads. 


ASSOCIATED WITH 


In the muscle: 

Low or inverted T waves (in leads other than III, 
and providing effects of drugs are ruled out). 

Usually in the case of certain abnormal rhythms, 
such as auricular fibrillation and flutter and ven- 
tricular tachycardia. 

Marked deviations of R.T. or S.T. 
base line. 

Deep Qs (over 2 
deflection). 


interval from the 
25 per cent of height of largest Q.R.S 


CRITERIA FOR NORMAL LEAD IV (OR V): 
P wave small, diphasic or inverted. 
Q.R.S. complex diphasic with deep Q wave. 
S.T. interval short, sloping into an inverted T wave. 
CRITERIA FOR ABNORMAL LEAD IV (OR V): 
(a) T wave: 
A positive T wave. 
A disphasic T wave taller than 2 mm. 


A shallow broad negative T 
1% mm. high. 


A negative T wave deeper than 9 mm. 


why — 


wave less than 


.T. segment : 
A positive S.T. segment. 

A negative S.T. segment more than 2 mm. 
: hie negative S.T. deviation 
with a positive T wave. 

(c) Q.R.S. complex: 
1. Slurred or notched. 
2. Monophasic (absent Q wave). 


Any one is considered abnormal, but a combination is of 
more significance. 


oN mo ae 


when associated 


Limited space will not permit a complete discus- 
sion and illustrations of the differentiation of 
arrhythmias and the more recent knowledge of 
evidences of myocardial damage; hence, the 
reader is referred to the literature on the subject. 

384 Post Street. 

R. D. FRIEDLANDER, 
F. J. UNDERWooD, 
San Francisco. 
Wisdom consists in knowing what to do. 


in knowing how to do it. 
David Starr Jordan. 


Skill consists 
Virtue consists in doing.— 
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ORIGINAL ARTICLES 


BETTER OBSTETRICS* 


By Henry A. StepHenson, M.D. 
San Francisco 


T has long been recognized that the maternal 

mortality rates in the United States have been 
higher than those in other civilized countries. 
While it is difficult to get entirely satisfactory 
figures for comparison, it has been shown that the 
mortality rate in the United States is 64 to 67 
per ten thousand live births, while in Italy and 
Sweden it is 26 to 27. These figures represent 
the highest and lowest rates. It is also a fact that 
no appreciable improvement in our own rates has 
been made for several years. Among obstetricians, 
particularly, there has been systematic inquiry and 
serious thought regarding the causes for this situ- 
ation. Unusual interest was aroused by the White 
House Conference Studies on Prenatal and Ma- 
ternal Care and Child Health and Protection. That 
report showed that in the United States birth 
registration area there are annually 15,000 ma- 
ternal deaths, about 86,000 stillborn children, and 
nearly 80,000 dying in the first two weeks of life. 
In trying to explain the high rate in this country, 
it is necessary to analyze all of the factors related 
both to pregnancy and parturition. 


BIOLOGIC BACKGROUND OF PREGNANCY 


One should consider the biologic material out 
of which the pregnancy originates. The habits 
and activities of the individual undoubtedly play 
an important part in the future offspring. Acute 
and chronic infection, and constitutional diseases 
existing at the time of conception cannot but play 
a role in the integrity of the ovum and fetus. 
Very frequently the physician has little oppor- 
tunity to advise concerning the preéxisting physi- 
cal status, as most patients become pregnant before 
the doctor is consulted. 


Mothers who have babies in rapid succession 
or those who, as a result of frequent pregnancies, 
indulge in induced abortions, are often not physi- 
cally fit to withstand the strain of pregnancy and 
labor, and are more vulnerable to infection. A 
more tangible group of factors, from the phy- 
sician’s viewpoint, includes toxemias, operations 
during pregnancy, hospital facilities, induction of 
labor, the use of analgesics and anesthetics, opera- 
tive deliveries and postpartum care. 


TOXEMIA 


The question of toxemia has been so thoroughly 
discussed and kept before the profession in the 
past decade that little need be said here except 
again to urge the importance of prenatal care 


in the prevention and early detection of these 
conditions. 





* From the Department of Obstetrics and Gynecology, 
Stanford University School of Medicine. 
Chairman’s address before the Obstetrics and Gynec- 


ology Section of the California Medical Association at the 
sixty-fifth annual session, Coronado, May 25-28, 1936. 
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DELIVERY IN THE HOME AND HOSPITAL 


It is essential to be certain of the facilities one 
has at his disposal for the care of obstetrical pa- 
tients. Whether the delivery be in the home or 
at the hospital, the physician must satisfy himseli 
that he has provided the best available facilities 
There has been much argument regarding the rela 
tive dangers of delivery in the home and in thi 
hospital. There are ardent supporters of each 
group. Kosmak showed that increased hospitali- 
zation, amounting to 65 per cent of all the de- 
liveries in New York City in the year 1930, has 
a tendency to increase the amount of operative 
interference. Stout found, on studying a series 
of cases, that the incidence of infection was almost 
twice as great in normal women delivered in the 
home as in a comparative group delivered in the 
hospital, 8.4 to 4.6 per cent, respectively ; and that 
there was no difference in the severity of infection 
in the two groups. His conclusion, then, was that 
the patient has a better chance of escaping in- 
fection in a modern maternity hospital than in her 
own home. On the other hand, Macchia reviews 
a thousand home cases delivered without a ma- 
ternal death. Only nine of these thousand had 
to be removed to the hospital for delivery. It is 
difficult to draw definite conclusions from iso- 
lated reports such as these, but it seems certain 
to me that the mother is better safeguarded from 
obstetrical accidents and emergencies when sur- 
rounded by the facilities provided in a_ well- 
equipped maternity hospital. 


ANALGESICS AND ANESTHETICS 


The conduct of labor involving the use of anal- 
gesics and anesthetics is largely dependent upon 
the ability and training of the attendant. The 
widespread demand for relief from pain, and the 
fairly universal employment of drugs causing an- 
algesia may increase, somewhat, the risk to both 
mother and baby. At present restrictions should 
be placed on the list of drugs used, and the safer 
and less toxic ones should be selected. The bene- 
fit derived from the judicious use of such drugs 
justifies, to my way of thinking, the increased 
risk entailed. In my experience, the majority of 
the patients having such drugs show a more rapid 
and satisfactory postpartum recovery, and the 
fetal mortality rate is not affected. 


OPERATIVE DELIVERIES 


The percentage of operative deliveries is in- 
creasing. For many years it has been variously 
stated as from 5 to 15 per cent. Plass states that 
it should be around 5 per cent, but most writers 
have felt this figure to be too conservative. In 
New York City in 1930-1932 the incidence was 
20 per cent, while in Philadelphia in 1931-1933 
it was 28 per cent. Dallas of San Francisco re- 
ported a series of one thousand consecutive de- 
liveries occurring in private practice during 1929 
to 1933, in which operation was done in 62 per 
cent. In this series, 13.4 per cent were cesarean 
section. Similar figures for cesarean section are 
reported in other cities. In the Boston Lying-In 
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Hospital in 1929-1930, eight per cent of all de- 
liveries were by cesarean section, while in the 
Jefferson Hospital in Philadelphia the figure was 
16 per cent. The advantages of the low cerv ical 
operation have raised the cesarean percentage con- 
siderably, but at the same time have almost en- 
tirely eliminated the harmful operation of high 
forceps. Dallas reports only three high-forceps 
operations in his series. This should reflect favor- 
ibly on the fetal mortality rates. Plass, in report- 
ing 4,839 cases of death, occurring in thirteen 
states in 1927, found 2,225 operations, or 46 per 
cent; and of these, 11 per cent were cesarean 
sections and 16% per cent were forceps. In a sim- 
ilar study in 1927 by Adair, Mussey and Holmes, 
out of 2,500 puerperal deaths there were 1,700 op- 
erations ; of these, 12 per cent were forceps and 
9 per cent cesarean section. These figures may 
not give a true picture of the incidence and influ- 
ence of operative deliveries, however, since an 
analysis was made of only those patients who died. 
\ clearer picture would have been obtained had 
the entire series of patients delivered been re- 
ported. It is probably true that too many oper- 
ations are done. For many of these there is no 
justifiable indication, and at times the facilities are 
inadequate; often the operator is not sufficiently 
trained. Mcllroy expresses the matter superbly 
when he says that “operations are easy, but de- 
cision as to their necessity requires judgment and 
experience.” Kosmak, in reviewing 2,800 cases 


of labor in primiparae in the Woman's Hospi- 


tal, New York City, found less damage resulting 
from so-called prophylactic methods, including low 
forceps with episiotomy, than from spontaneous 
deliveries; but he limits the procedure to men 
adequately trained and to hospitals adequately 
equipped. This limitation is absolutely essential. 
Undue importance, then, must not be given to 
operations as a factor in mortality. Undoubtedly 
some patients are lost as a result of the operation 
performed. Many babies and mothers would prob- 
ably have less morbidity and mortality if the indi- 
cated operation was skillfully performed at the 
proper time. In analyzing the series above re- 
ported by Adair, Mussey, and Holmes, the causes 
of death are given as: sepsis, 41 per cent; tox- 
emia, 23 per cent; and hemorrhage, 11 per cent. 
These conditions account for 75 per cent of the 
series, Operations may have been used in the de- 
livery of these patients, but it was not per se the 
principal factor in the tragic outcome. 


MORTALITY RATE IN PREGNANCY 


The White House Conference on Prenatal and 
Maternal Care concluded that the high maternal 
mortality rate of this country is a reflection on the 
training and education of the personnel respon- 
sible for furnishing maternal care. The report of 
the committee of the New York Medical Society 
states that 61 per cent of the preventable deaths 
are the fault of the medical attendant, usually 
brought about by some incapacity, such as de- 
ficient judgment, lack of skill, or carelessness. 


BETTER OBSTETRICS—-STEPHENSON 


HOW CAN EDUCATION BRING 
BETTER OBSTETRICS ? 


ABOUT 


Having set before you the principal factors 
associated with the present mortality rate in this 
country, we shall turn to the effect of education 
in bringing about better obstetrics. 

Progress of obstetrical knowledge, rapid in the 
last few years, has been along four general lines, 
namely, the dev elopment of asepsis, the extension 
of prenatal care, improvement in operative tech- 
nique, and the employment of analgesics and an- 
esthetics for the relief of pain. This knowledge 
is available to every student and medical gradu- 
ate at the present time. The methods by which it 
is taught and the application of it by the prac- 
titioner will be discussed later in this essay. 


PUBLIC SHOULD BE EDUCATED 


It is essential that the public itself be educated 
regarding procreation and its manifold problems. 
Maxwell has stated that “human genetics and 
eugenics should be carefully considered in any 
plan on race betterment ideals.’ This statement 
will probably become increasingly important as the 
public becomes more obstetrically minded. The 
campaign of education should proceed through 
agencies of the medical profession, particularly 
those of the public health. Women should be 
taught to place themselves promptly under com- 
petent medical supervision. The importance of 
the pre- and postnatal periods should be explained 
relative to hygiene, diet, and minor ailments in 
pregnancy; and as to the duties and responsibili- 
ties arising in the puerperium. 

The widespread and helpful influence of social 
workers should become more and more felt in pre- 
ventive medicine. The training and medical super- 
vision of this group should be such that they will 
become a prominent factor in bringing about edu- 
cation of the public. 


LEGAL RECOGNITION OF THE MIDWIFE 


Obstetrics is the only branch of medicine which 
can be legally practiced by persons not having a 
medical degree. In Europe the midwife is an old- 
established institution. By law she is controlled 
as to license and reports including disease notifi- 
cation and births, requirements for calling phy- 
sicians in emergencies and in complicated cases, 
and punishment for malpractice. There are only 
two schools for midwives in America, one in 
Philadelphia and one in New York. Many states 
have laws governing midwives, but they are less 
stringent and less rigidly enforced than in Europe. 
In the United States, at present, midwives deliver 
about one patient in six, in some states as many 
as one in three. In four states, having over 10 
per cent of the deliveries attended by midwives, 
the maternal death rate was the same for doctors 
and midwives. This finding has been usually ex- 
plained by the fact that midwives are required to 
call in physicians in difficult or emergency cases. 
Frequently these patients are at a stage where 
ideal treatment cannot be given. The midwife is, 
at present, a necessity. Better supervision and 
control will improve her and her work. 

































































PLACE OF THE NURSING PROFESSION IN 
OBSTETRIC PRACTICE 


The nursing profession occupies a high place 
in rendering a service well-nigh indispensable to 
the sick. The physician is grateful for its help; 
but a word must be said regarding nursing edu- 
cation. The requirements of many training schools 
for nurses have improved so that a better edu- 
cated type is now being graduated from such insti- 
tutions ; but the educational prerequisites in many 
schools is still too low. As a result of a survey 
made in 1930, the conclusion was drawn that many 
nurses do not understand the meaning of adequate 
maternity care. It is a fact that many women 
patients are influenced by the graduate nurse, and 
it is exceedingly important that she be correctly 
informed, and that she thoroughly understand the 
full significance of such advice as she may offer; 
therefore, special training beyond that offered in 
the regular nursing curriculum should be given the 
obstetrical nurse. The opportunities of such a 
well-trained nurse for communicating obstetrical 
knowledge to the public are second only to those 
of the physician. 


THE EDUCATION OF THE PHYSICIAN 


What has been said above regarding education 
is certainly most desirable; but it is secondary to 
the most important factor concerning this entire 
problem, that is, the education of the doctor. The 
responsibility for the maternal mortality rate is 
being placed more and more on the shoulders of 
the physician. We must recognize the fact that 
the physician at time of graduation is not qualified 
to do satisfactory obstetrics any more so than he 
is to do major or special surgery. Munro Kerr 
quotes the following recommendation from the 
report of the Joint Education and Examination 
Committee of the General Medical Council of 
Great Britain: “For first, every practitioner must 
know thoroughly well and in a practical way how 
to conduct safely a case of labor, particularly a 
complicated case.” The attainment of this result 
would be ideal. Why does not such a situation 
exist, and what can be done to bring it about? 


TIME ALLOTTED TO OBSTETRICS IN 


MEDICAL SCHOOLS 


The explanation begins with our medical schools. 
Adair states that the main purpose of undergradu- 
ate medical education is the laying of the foun- 
dations for a knowledge of medicine on which 
subsequent structures can be built for general or 
special practice, and for teaching or research, and 
for public health activities. This viewpoint is cor- 
rect, but it is not impressed sufficiently upon the 
public to enable them always to distinguish be- 
tween the well and the poorly trained practitioner. 
Only in recent years has obstetrics been considered 
a surgical specialty, and has received serious con- 
sideration in the arrangement of the curriculum. 
Too few hours of instruction have been allotted. 
Since gynecology and obstetrics have been com- 
bined in many medical schools, efforts are being 
made to give these subjects as many hours of in- 
struction as are given to general surgery. Cornell 
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Medical School recently adopied such a program. 
Allotted hours alone, however, cannot train an 
obstetrician. The method of teaching and the abi!- 
ity of the teacher are of the utmost importance. 
Ample clinical facilities are essential. Medical 
schools should provide sufficient clinical materia! 
to fulfill such requirements, or limit the number 
of students to that justified by the existing mate- 
rial. Lynch found that most medical schools are 
unable to give their undergraduates cases sufficient 
in number to demonstrate ordinary complications 
Regarding this, it is interesting to note the results 
of a questionnaire sent by Findley in 1931 to the 
deans of all schools having a four-year course. Tc 
the question, “What is a reasonable number of 
labors for a student to observe ?” there were fifty 
replies, forty-three stating, “fewer than thirty.” 
To the question, “What is a reasonable number 
of patients to deliver?” there were fifty-four re- 
plies, forty-eight answering, “fewer than twenty, 
and eighteen answering, “fewer than ten.” Only 
thirty-nine schools had facilities for giving each 
student as many as twenty deliveries. This gives 
a fairly accurate idea of the regard in which ob- 
stetrics has been held by the deans of our best 
medical schools. Their opinions are probably in- 
fluenced by the lack of facilities for providing 
more training. Even more interesting is the result 
of a questionnaire addressed to the graduates of 
the above-mentioned schools. Six were chosen 
from each school, and were graduated in the years 
1921 to 1928. Of 158 questioned regarding the 
number of patients they had delivered, eighty-on« 
had none in their junior year; eighteen had none 
in their senior year ; and thirteen had none in their 
interne year. In the same number of graduates, 
fifty-nine in their junior year delivered fewer than 
thirty cases ; 109 in the senior year delivered fewer 
than thirty cases ; and fifty-one i in the interne year 
delivered fewer than thirty cases. To the query 
regarding home deliveries, sixty-two of the 158 
had done home deliveries without having an in- 
structor present. It seems incredible that the 
modern medical schools would send out students 
to deliver women in their homes without having 
an instructor present. It certainly is not giving 
the public the kind of obstetrics to which they are 
entitled. 
MANDATORY INTERNE YEAR 


Realizing full well, then, that at the end of the 
medical course the young graduate is not properly 
qualified or equipped to do satisfactory obstetrics 
although legally entitled to do so, what facilities 
and opportunities are available to further equip 
him to measure up to Kerr’s recommendation ? 
First, let us approve of the required interne year 
which some schools have adopted. This added 
year furnishes valuable opportunity to the student 
to apply, under supervision, knowledge gained in 
the regular medical course. Opportunities for fur- 
ther improving one’s obstetrical knowledge, and 
acquiring experience, is furnished by hospital resi- 
dencies. The Council of the American Medical 
Association has recently made a survey in which 
they report that in this year 1936 there are avail- 
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able 2,600 residencies in specialties in 405 hospi- 
tals. Most of these are for the period of one year. 
While this length of time is not adequate for the 
training of a specialist or teacher, nevertheless it 
will go a long way toward raising the general 
standard of graduate obstetrical education. In 
order for such residencies to be of maximum value 
the hospital concerned should have a competent 
teaching staff, and should have the work well 
supervised. 

The training of specialists and teachers will not 
be fully discussed here, as the main purpose of 
this paper applies to the general practitioner, be- 
cause we believe that in his hands lies the major 
responsibility for maternal welfare. The specialist 
and the consultant are essential, and should be 
readily available in difficult complications of preg- 
nancy and labor, but their influence should be in 
the direction of helpful coéperation and teaching. 
With the means of rapid transportation now avail- 
able, no physician, however remote he may be 
from a medical center, need be without the advice 
and help of a well-trained specialist. The economic 
problem involved in this last statement will prove 
somewhat troublesome, but is not beyond satis- 
factory solution. 


POSTGRADUATE COURSES 


Many graduates, after becoming established in 
practice, will not do obstetrics, but many will of 
necessity or by choice have a variable number 
of cases. What can be done to continue the edu- 
cation and interest of such practitioners, particu- 


larly along practical lines, which will keep them 
abreast of advances in technique and in treatment ? 


Some medical schools have adopted “refresher” 
courses, lasting from one to six weeks. These 
courses, where given, have proved very stimulat- 
ing and very helpful to those enrolled. They 
should be carefully planned and given in such a 
way that the graduates get information and advice 
which will prove most helpful to them. Care 
should be exercised in choosing the proper in- 
structor for such courses. He should be a senior 
staff member who understands the problems of the 
practitioner, and who has had sufficient clinical 
experience to speak with authority. Some states 
have adopted so-called “circuit” courses. By this 
method a well-trained instructor from a medical 
school is sent to various communities in the state 
to give a course of three or four lectures or 
demonstrations whenever practical. This method 
is very popular with many practitioners because it 
does not necessitate leaving their work; it is less 
iormal and results in the development of a better 
professional spirit. The ability and personality of 
the instructor determine the success of such a 
plan. Another effort along educational lines which 
should be helpful to both profession and public 
is being made by the American Board of Ob- 
stetrics and Gynecology. Its aim is to improve the 
standards of practice of obstetrics and gynecology, 
‘o determine competence of specialists in this 
branch of medicine, and to serve the public, the 
hospitals, and the medical schools by preparing 
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lists of practitioners. who. have been certified by 
the Board. It may be desirable to consider-in- the 
very near future the establishment by legislation 
of standards qualifying such practitioners and the 
granting of special certificates or licenses to those 
who by special training, experience and examina- 
tion satisfy such requirements. The benefit result- 
ing from such measures as above outlined and 
recommended would be the establishment of better 
obstetrical care, ultimately manifesting itself in 


better protection for the obstetrical patient. 
490 Post Street. 


DERMATOLOGY—SOME THOUGHTS ON ITS 


FUTURE* 


By WitiraM H. GorcKerMan, M.D. 
Los Angeles 

T has been customary in recent years to take 

stock and endeavor to visualize the future of 
medical practice. Some were ready, two or three 
years ago, to revert to ancient practice and rele- 
gate the specialist to a secondary position. In fact, 
some advocated less preparation for the medical 
degree. They admitted that this would lower the 
quality of service, but argued that not all can de- 
mand the best. This point of view, no doubt, was 
brought about in part by the economic conditions 
of recent years. 


NEED FOR SPECIALIZATION 


However, there is a surging tide in the evolu- 
tion of medicine, part of progress if you will, as 
in all other walks of life, which will not be denied. 
Your farmer, your housewife, your mechanic— 
yes, your common day laborer specializes. The 
whole present-day economic life is built on the 
principle of specialization. It is true that here and 
there we still find the practices of a past gener- 
ation in the arts as well as in medicine, one indi- 
vidual covering his particular field rather thor- 
oughly, sometimes to the decided advantage of 
the community. In the main, however, it cannot 
be denied that society is better served by far 
through an intelligent specialization. Whether 
such specialization should be intensive will depend 
upon circumstances. I believe we will all agree, 
for instance, that the ophthalmologist who devotes 
intensive study to the fundus, with reference to 
neurologic and internal medical problems, to the 
exclusion of surgery and treatment problems of 
the eye has a field so limited that he must be 
working under very special conditions. But few 
could make such a choice advantageously. Her- 
rick has said: “Te the brilliant mind of half a 
century ago a working knowledge of all the de- 
partments of medicine was attainable; today such 
a prodigy is impossible.” That is trite today, be- 
cause even many of the departments of medicine 
no longer permit proficiency in their entirety. 
Reasonable specialization under proper conditions 
is, therefore, eminently justified. 


* Chairman's address before the Dermatology and Syphi- 
lology Section of the California Medical Association at the 
sixty-fifth annual session, Coronado, May 25 to 28, 1936. 











































































































FUTURE OF DERMATOLOGY 


With this axiom in mind I should like to place 
before you some thoughts on the future of our 
own specialty. It can frankly be stated that our 
medical colleagues not in the specialty have a very 
hazy idea of the aims of modern dermatology. 
With regard to this matter they are still in the 

“morphologic” era. If only they can give the child 
a name on the basis of its external characteristics, 
then some recommended drug and, presto! it is 
sasy or possibly very difficult. As in every other 
department of medicine, the specialist in derma- 
tology must be endowed with skill, knowledge, 
and “judgment. Few have these qualities in equal 
degree, and happy is he in whom they are well 
balanced. Skill can be acquired, as in surgery, 
by repeating the technical procedure frequently. 
Often it is the intellectually less gifted but en- 
dowed with a mechanical bent who removes super- 
fluous hair, telangiectasia, warts, nevi, most deftly, 
who uses local anesthesia most cleverly, and who 
enters a vein and spinal canal most expertly. You 
all know the old story about the imbecile who is 
active in a class of backward children. On a given 
occasion the professor demonstrates this child 
before a group of students. After pointing out 
the lack of intelligence, he emphasizes by demon- 
stration the mechanical skill of the child, expands 
on the desirability of placing this child in a position 
where such gifts as it has may prove useful. 
Toward the end of the demonstration he ends with 
a short quiz, and requests that one of the students 
briefly outline the occupation such a child might 
follow. The student, after some hesitation, blurts 
forth with: “I think he would make a good sur- 
geon.” This story is, of course, no longer apropos, 
but even thirty years ago was not much beside 
the mark. While a reasonable degree of technical 
skill is necessary and desirable for the dermatolo- 
gist, it is, in my opinion, the least important. It 
is, however, often the individual mechanically in- 
clined who impresses the uncritical patient most 
favorably. Possibly this accounts for the empha- 
sis often placed upon it. 


FUNDAMENTAL KNOWLEDGE NECESSARY 


Knowledge in dermatology can be acquired. It 
does mean, “howev er, close ‘application for a con- 
siderable period of time. Genius has been defined 
as the ability to take infinite pains. While the 
dermatologist may not be a genius, the true spe- 
cialist can evolve only by taking infinite pains in 
close application. This means gathering detail both 
in theoretical book learning and practical obser- 
vation. It is detailed knowledge that distinguishes 
the true specialist. The necessity of close appli- 
cation in gathering detailed knowledge has been 
demonstrated to me again and again by watching 
the postgraduate student in our specialty over a 
considerable number of years. I have seen such 
students spend three years in daily close contact 
with dermatologic problems, and at the end of that 
time be unable to hold their own in a discussion 
of some question related directly to dermatology. 
The fault lay in a lack of close application to 
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study and independent thought in the light of such 
study on the problems encountered daily. Judg- 

ment is in part, no doubt, an inherited character- 
istic. There is a type of mind that never acquires 
it, even if endowed with a retentive memory and 
industry. Without knowledge judgment cannot h¢ 
developed. But knowledge must be well digested 
before it becomes part of good judgment. In ad- 
dition to these qualifications the expert in derma- 
tology is fortunate if he is visual-minded, much 
as the good musician has auditory endowments 
without which he cannot be a master. 


APPROACH MUST BE ALONG MANY LINES 


The modern dermatologist thinks essentially in 
terms of biology, physiology, chemistry, and histo- 
pathology. To be sure, gross morphology retains 
its importance and always will, but it is not by 
any means enough. A name for a special typ« 
of eruption is needed in order that intelligent com- 
munication may take place between initiated indi- 
viduals. Its clinical behavior must be known as 
far as this is possible. But the approach to treat- 
ment can be intelligent only when thought is given 
also to the details of the histologic picture, to 
the probability of an infectious, allergic, endo- 
crine, metabolic, toxic, neurogenic, or other back- 
ground. Many of the cutaneous eruptions are 
purely symptomatic, and empirical treatment c 
only be haphazard. Let me briefly explain on the 
basis of a chronic urticaria what is in my mind. 
To immediately think of food hypersensitiveness 
or a multiplicity of skin tests just because aller- 
gists in their enthusiasm have not seen the forest 
for the trees is nonsense, because it is very sel- 
dom that food is the causative factor. It is well 
known that chronic gall-bladder disease, chronic 
appendicitis, achlorhydria, constipation, thyroid 
disturbance, chronic infections of various charac- 
ter, neurogenic and psychogenic upsets, etc., ar 
usually responsible. It is apparent then that within 
certain limits he must have the approach of the 
internist rather than the allergist. While it may 
develop that the systemic difficulty should be man- 
aged by the internist, the latter is not in position 
to determine the significance of most cutaneous 
lesions. I make this statement confidently as the 
result of close codperation with good internists 
for a considerable number of years. I believe | 
have said enough to emphasize that the expert ii 
dermatology is no longer chiefly a morphologist 
who gives the disease a name, which to the aver- 
age medical mind smacks of verbosity. Nor is h« 
primarily a technician whose supreme interest is 
the deft removal of a wart or mole. In the use of 
ointments or other applications he does not think 
only of a name and some favorite drug. He neve: 
asks, or at least he never should ask: What do 
you do for such and such an eruption? Instead 
he uses his experience and technical accomplish- 
ments with intelligence, endeavors to acquire all 
the knowledge possible on a particular subject. 
and brings such judgment to bear as his nativ« 
endowment permits him to acquire. If you agrec 
with me—and those who know the problems of 
dermatology readily will—you will note that in- 
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telligence and learning of the highest order are 
required in the real expert. In the main, the prob- 
lems of dermatology are difficult and complex, 
which no one with real experience will deny. 


DERMATOLOGIC PRACTICE NEEDS SPECIALIZATION 


In my opinion the physician without special 
training does not manage cutaneous diseases suc- 
cessfully. Let me call your attention merely to 
so simple a problem supposedly as scabies. Thus 
far I have mentioned the qualifications which fit 
the expert to deal with his clinical problems in 
the most approved manner. There is another field 
into which he ventures, with certain reservations 
justly so. He engages in research. Many have 
large numbers of tubes filled with culture media, 
and others even numbers of experimental animals, 
or chemical apparatus at their disposal. Unless 
an individual is specially qualified, such interests 
contribute little of real value to clinical derma- 
tology. The test-tube and the animal are not 
human, and the reactions and problems are seldom 
the same. Such research work can well be left to 
the pure scientist or to those primarily interested 
in the laboratory. We know only too well that 
many of their deductions are faulty or not ap- 
plicable in the human. Of course there can be no 
objection to a young dermatologist working in 
this field under supervision. But there is a type 
of research that should receive better cultivation 
than it does, and that is clinical research. The 
importance of this type of research is apparently 
only slowly regaining the recognition it deserves, 
not only in dermatology but in medicine in general. 
I do not refer to the common practice of trying 
to find one’s pet conception whenever possible, or 
of breaking into print with immature or over- 
enthusiastic observations. 


IMPORTANCE OF SCIENTIFIC APPROACH 


[ would rather emphasize the critical attitude, 
the uncompromising search after truth, let the 
result be what it may, the incessant search for 
flaws in possibly hasty conclusions—in brief, the 
truly scientific approach. For this purpose a care- 
fully studied clinical case is often more valuable 
than undigested statistical studies based on lab- 
oratory findings. If this form of research involves 
laboratory problems, the joint approach with a 
man versed in laboratory practice is desirable. An 
outstanding example of the form of research I 
have in mind is the work repeatedly reported on 
recently by Stokes and Becker. Those of us who 
have close contact with general medical problems 
have recognized for many years the importance 
of the autonomic nervous system in its relation to 
various dermatoses. If we have failed to do this 
we no doubt have missed an opportunity to give 
of our best to the patient. To be sure, this whole 
problem is in its infancy, but it should have our 
close critical attention. It is likely that significant 
progress will only be made as the physiology of 
the nervous system becomes better known. The 
\ast importance of this problem to us cannot be 
denied, but as true specialists we should see to it 
that ridiculous deductions do not creep in, and that 
the interest in it is not carried to the absurd, as 
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has been done so often with more 


or less funda- 
mental problems in medicine. 


COLLATERAL KNOWLEDGE DESIRABLE 


In addition to all these professional qualifica- 
tions, a thorough gtounding in the problems of 
history, a sagacious understanding of biography, 
and more than a smattering of philosophy, psy- 
chology, and even possibly religion should con- 
tribute attributes which make for the finest type 
of specialism. Such general cultural knowledge 
makes for a better understanding and manage- 
ment of disease problems even in dermatologic 
practice. 

IN CONCLUSION 

The somewhat crude encroachments of other 
specialties make me wonder particularly just how 
dermatology will shape itself in the future. The 
unscientific approach of the so-called allergist, 
endocrinologist, and radiotherapist to dermatoses 
will vanish. Such specialists will in time cultivate 
the field they know something about. Truth will 
out in these fields as well as in our own and only 
truth can endure. The old order in our specialty 
must pass, and in the main it has passed, but most 
of our confréres not in the specialty still think 
of it in terms of a hundred years ago. My dis- 
sertation was conceived‘in the thought that we 
must be physicians first and specialists second 
rather than only specialists. Not the crusading, 
but the scientific and judicial attitude must pre- 

vail, and this is true whether we are dealing with 

manifestly cutaneous lesions due to allergy or 
lesions in which this biologic phenomenon is in 
no way concerned. It is only in this way that we 
can retain our proper niche, and the respect and 
support of the medical profession as a whole. But 
if we work to this end and show it not only in 
word but in deed as well, there is no doubt that 
the specialty will fill a necessity and endure 
through generations to come. 

727 West Seventh Street. 


APRAXIA* 


By Samuet D. INGHAM, M.D. 


Los Angeles 

Discussion by Walter F. 
cisco; J. M. Nielsen, M.D., 
Inman, M.D.. San Francisco. 


A AXIA has been described as the inability 
to perform purposeful movements, not due to 
paralysis, ataxia, agnosia, or general physical or 
psychic impairment. It is comparable to the con- 
dition of motor aphasia, in which the patient 
knows what he wants to say, but is unable to ex- 
press himself. So the apractic, without being para- 
lyzed and knowing the use of objects, is unable 
to handle them in a normal manner. 


Schaller, M.D., 
Los Angeles; 


San Fran- 
Thomas G. 


LIEPMANN’S CONCEPT OF APRAXIA 


The concept of apraxia was developed by Liep- 


mann in 1900 on the basis of a single case. This 
* Read before the Neuropsychiatry Section of the Cali- 

fornia Medical Association at the sixty-fourth annual 

session, Yosemite’ National Park, May 13-16, 1935. 
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case. presented a marked degree of ‘unilateral 
apraxia, and offered a.remarkable opportunity for 
analysis. Liepmann not only made an exhaustive 
clinical study of the patient, but was able to follow 
the case post-mortem and to determine the brain 
lesion responsible for the symptoms. Liepmann’s 
work, based on this case, remains today the out- 
standing contribution to the subject of apraxia, 
and it was he who first clearly differentiated the 
functions of the afferent and efferent cerebral as- 
sociation pathways. 

EVENTS IN THE PERFORMANCE OF A MOTOR ACT 

Since apraxia is a disturbance of an individual’s 
motor reaction to his environment, it is neces- 
sary to have a clear understanding of the related 
processes which are necessary to normal activities. 
When a person performs a motor act on the re- 
quest of another, an interesting series of events 
must occur in the brain of the subject. The sound 
of the voice is perceived (auditory perception) ; 
the words and sentences are recognized (apper- 
ception or gnosia) ; associative memory of related 
ideations and concepts are stimulated; the idea is 
evaluated in the affective sphere in regard to its 
personal significance ; a plan of action or response 
is decided upon (ideational plan) ; volition directs 
action in the execution of the ideational plan, and 
a sequence of appropriate, voluntary, coordinated 
movements are executed which follow kinetic pat- 
terns that have been established by inheritance, ex- 
perience, and habit. Throughout the entire process 
of perceiving the sensory impression, elaborating it 
and acting upon it, consciousness, or an awareness, 
must be directed by a concentrated and flexible 
condition of the attention. 

Normal motor responses thus depend upon a 
rather complicated series or sequence of psycho- 
logical functions. Of these functions the primary 
sense perception, and the voluntary motor impulse, 
are effected by cerebral projection tracts, sensory 
and motor. All of the other items in the series 
are the work of cerebral association and commis- 
sural tracts. By definition, therefore, apraxia must 
be due to lesions of certain cerebral association 
tracts relating to ideation and voluntary motion. 
Incidentally, it may be remarked that the aphasic 
disturbances of speech result from lesions of 
cerebral association areas—not projection tracts. 
Motor aphasia is a special form of apraxia; and 
word deafness and blindness are agnosias for audi- 
tory and visual word symbols. Paraphasias result 
from disturbances in the ideational fields. 


SOME CLINICAL SYMPTOMS RESULTING 


ORGANIC LESIONS OF THE BRAIN 


FROM 


It is interesting to consider this group of clinical 
symptoms resulting from organic lesions of the 
brain which affect the association and commissural 
tracts in contrast to the more easily recognized 
symptoms due to involvement of the projection 
tracts serving the sensory and motor functions. 
We thus have the agnosias, amnesias, aphasias, 
apraxias, and hallucinations, which are well estab- 
lished on an organic basis. This brings us close 
to the concept of localization in the psychoses. 
Drug intoxications, encephalitis, paresis, and many 
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other clinical pictures show distinct tendencies to 
exhibit symptoms of agnosia, amnesia, persever- 
ation, temporal and spatial displacements similar 
to those seen in organic brain disease, and in which 
there is at least a suggestion of localization. On 
the other hand, it may be stated, as a general 
rule, that where organic disease causes agnosias, 
aphasias and apraxias, there is always some de 
fect of cerebration beyond that implied by the 
diagnosis. 
LIEPMANN’S CASE 


Liepmann’s famous case started December 
1899, with an apoplectiform attack in a man oi 
forty-eight, which resulted in a condition that was 
diagnosed in two institutions as aphasia with de- 
mentia resulting from apoplexy. When the patient 
came under his observation, two and one-hali 
months after the onset of the condition, Liepmann 
found a right-sided apraxia and Broca’s aphasia. 
The patient could understand and execute orders 
by using his left arm when the right was re- 
strained. This proved that he was neither suffer- 
ing from word deafness nor any high degree of 
dementia. Movements of the right arm, on the 
other hand, appeared to be out of control although 
there was no paralysis or ataxia. He moved the 
arm freely and movements were well codrdinated. 
He picked up objects, but not the ones he was 
requested to pick, and he could not imitate move- 
ments with the right arm only. In the course of 
time he learned to adjust himself fairly well by 
using the left arm for all purposes. The case came 
to necropsy after about two years. In the mean- 
time, additional vascular accidents causing leit 
hemiplegia had occurred. The patient died in 
April, 1902. 

The important pathological findings of this case 
included almost complete destruction of the corpus 
callosum from thrombosis of the anterior cerebral 
arteries; an area of softening in the left inferior 
parietal extending to the body of the angular 
gyrus; lesion in the left frontal under Broca’s 
area; and an area of softening in the right side 
of the brain involving the angular gyrus. It was 
remarkable that the central convolutions on the 
left side were intact, as were their projection 
tracts. On the other hand, the central areas were 
largely isolated from the rest of the brain by the 
lesions of the corpus callosum, frontal and parieta! 
areas. 


Liepmann places the most importance on lesions 
of the left parietal region in the causation of 
apraxia. He also considers that, for limb move- 
ments as well as language functions, the left or 
major side of the brain takes a leading part, in 
the direction of movements executed by the right 
side of the brain through the medium of the 
corpus callosum, and that movements of the left 
side of the body executed by the right cerebral 
hemisphere, are to a certain degree directed by 
the left hemisphere through the corpus callosum. 


CLASSIFICATION OF APRAXIA 


Liepmann’s classification of apraxia has been 
commonly accepted and may be outlined as fol- 
lows: 
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Definition.—A praxia is the inability to perform 
purposeful movements, the inability not being due 
to paralysis, ataxia, agnosia, or general physical 
or psychic impairment. 


Ideational Apraxia.—This type is manifested by 
confusion of movements, omission of certain im- 
portant parts of a series of movements, persever- 
ation, inverted order in the series, etc. This is due 
to a lesion which disturbs the ideational plan, 
and is characterized by disturbance of attention, 
memory, temporal and spatial relationship, etc., in 
the ideational field. There is frequently a memory 
defect giving rise to symptoms of apparent absent- 
mindedness. Symptoms of agnosia are common, 
as are those of aphasia or paraphasia. Codrdina- 
tion of movement is good. Imitation of movement 
is fair because it is easy for the patient to follow 
a plan furnished from the outside. 


Ideokinetic Apraxia.—tIn this form of apraxia 
the sequence of activity is normal up to and in- 
cluding the formation of the ideational plan, but 
the translation of the plan into movement is de- 
fective. It is manifested by a total inability to 
perform an act, or by performing some act which 
is not intended. Purposeless movements are fre- 
quently observed which suggest an element of 
ataxia in the picture. 

Limb Kinetic Apraxia.—This type is observed 
to result from a disturbance in the kinetic patterns 
in or near the motor area, and may result from 
a lesion of the motor area not sufficient to cause 
paralysis. It is manifested by inability to perform 
skilled movements. The sequence and general 
form of the movements appear normal, but they 
are awkward, as if being done for the first time. 


Sympathetic Apraxia—tThis is due to lesions 
of the corpus callosum interfering with the influ- 
ence of the left cerebrum in directing movements 
executed by the right side. This is most character- 
ized by awkwardness of movement, and commonly 
by inversions of movement of the type of mirror- 
writing. 


REPORT OF CASES 


Case 1—H. P. C. Patient first seen February 18, 
1927. He gave a history of periodic headaches for 
years, usually most marked in the left frontal region. 
Headaches were attributed to overeating, and were 
relieved by a physic. They were not associated with 
nausea or whale. and have not increased with the 
years. In 1923 he first noted difficulty in making out 
a check. Since then he has had increasing difficulty in 
remembering recent events, becomes confused in mak- 
ing out accounts, and is obviously growing worse. In 
December, 1926, he had an operation by Dr. C. Rey,- 
nolds, left temporal craniotomy, in which it was stated 
that a subdural collection of fluid was found. The 
brain was said to have been depressed “one and one- 
half inches on the left side,” with changes in the 
vessels and cortex. Following the operation some im- 
provement was noted for a few months; then he be- 
came worse again and now (February 18, 1927), is 
worst of all. He is awkward in dressing and in eating. 
He says things seem to be “out of line.” His memory 
for remote events is good, but for recent events poor. 
If his coat sleeve is wrong side out he has difficulty 
in fixing it. He has had difficulty in putting coat on 
coat hanger only during the last few months. On at- 
tempting to place coat on hanger, patient pushes one 
end of it into one sleeve, but fails to understand what 
to do with the other end. After puzzling over it for 
two or three minutes, he throws coat and hanger down 
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with impatience. His wife states that many times 
failure is not noticed by patient. He shows annoyance 
and depression after failure, especially when observed. 
He takes off and puts on shoes and socks without 
difficulty. His wife states that his gait and posture 
have changed altogether. He walks with forward 
stoop, swings arms and legs in different manner. He 
reads slowly, hesitating, stumbling, mispronouncing 
occasional long words. Wife states: “He sometimes 
says, “I never saw that word before,” even of words 
he has known all his life. The patient often has a 
thought or an idea he wishes to express, and loses it 
before he can say what he wants to. Facility in solving 
problems, even the simplest, is lost. Numbers are 
almost totally confused. He can add 3 and 2, but says 
7 plus 3 are 12, and 4 plus 2 are eight. He failed com- 
pletely to add 67 and 23. He counts well to ten and 
more. Five in one hand and four in the other are not 
added correctly; he says the answer is 7. 


Examination on February 18, 1927, showed cranial 
defect of left frontal and parietal region, depressed and 
pulsating (never has bulged). Visual fields are good 
to rough tests. Eye-grounds are normal. There is no 
diplopia or nystagmus. Pupils are of normal size, equal 
and regular, and react normally to light and accom- 
modation. There is a lag of facial movements on the 
right. There is loss of many skilled movements. Gait 
and posture show stooping, and swinging of arms and 
legs. Romberg is negative. There are no tremors and 
no athetosis. The patient is right-handed. The tendo 
Achillis reflexes are absent. Plantars are normal bi- 
laterally. Consciousness is clear. Memory, orientation 
and attention poor. He shows some loss of emotional 
control and much anxiety, with impatience at failures. 


March 18, 1929.—Reéxamination: Patient has failed 
in memory for recent events to point of forgetting all 
details of important business matters. He is also un- 
able to sign his name to business papers, though he 
can sign on unimportant papers. Effort to write other 
words usually fails. He works about home and the 
garden. Eats and sleeps well, and has no particular 
discomfort. Eye-grounds are flat, veins full, arteries 
small, nerve margins clear, discs a little pale. 

December 14, 1929.—Reéxamination: 
robust in appearance. Sensory aphasia is incomplete. 
Alexia. Speech: Jargon tendency, with good enunci- 
ation, but often mumbles. Apraxia: Marked. Reflexes: 
Biceps moderate, knee-jerks hyperactive, tendo Achillis 
not elicited. Marked increase in muscle tone. Can use 
spoon in eating with some difficulty. Garden rake he 
is apt to get upside down. General health is good. Co- 
ordination fair in walking, standing, sitting, etc. No. 
weakness or paralysis of any extremities. No ataxia. 
Pupils equal and react to light. No choked disc. Pulse 
full, regular, 75. 


This case presents a rather marked picture of ide- 
ational apraxia with additional symptoms of mental 
impairment, inability to calculate, marked aphasic dis- 
turbance with jargon speech, and semantic defects. 


The patient is 


7 t 7 


Case 2.—Mrs. M. W. came under observation Octo- 
ber 24, 1933. Patient was forty-five years of age. She 
gave a history of having had sudden right hemiplegia 
with loss of speech at the age of thirty-one. She made 
fairly good recovery within one month. Again at the 
age of forty-three she suddenly lost the use of the 
right arm, and was unable to swallow or speak for a 
few days. Since then there has been some stammering 
and impairment in the use of the left arm, as well as 
the right. 


Present trouble began on October 3, 1933, with an 
acute or sudden illness. Patient became partially un- 
conscious, with stentorous breathing, and was unable 
to swallow. She could not talk, open the mouth, or 
move the tongue. 

Examination made three weeks after the onset. At 
that time the patient had been tube-fed daily for three 
weeks. She was conscious, alert, quick to understand 
spoken language, and could read fluently and under- 
standingiy, but could could not speak a word. All 
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extremities are moved freely. The patient was able to 
walk and used her right hand in writing, although 
what she wrote was almost illegible; she is normally 
right-handed. Face movements were somewhat im- 
paired, more so on the right. Extra-ocular movements 
were free in all directions. Voluntary movements of 
frontals and orbiculars good, but face, tongue and jaw 
movements were almost nil. The patient was unable 
to move the jaw or lips, or protrude the tongue. She 
swallowed with much difficulty, and only a teaspoon 
of liquid at a time. In smiling, the face movements 
were fairly active and symmetrical. Patient was able 
to blow out a match held several inches in front of 
her face. Tendon reflexes were somewhat hyperactive 
in all extremities, more so in the arms, and most in 
the right arm. No pathological toe-reflexes on either 
side. Visual fields were normal. Astereognosis of the 
right hand; left normal. 


Last observation was made on September 17, 1934. 
Patient had improved gradually, and was married on 
February 14, four months after the onset, although she 
was still unable to talk. She was able to vocalize 
vowels, and still wrote with her right hand, but chi- 
rography was minute and indistinct. Formerly an 
experienced typist, she was asked to write on the type- 
writer. Although she appeared familiar with the in- 
strument and wrote fairly quickly, most of the words 
were misspelled and letters reduplicated. Left hand 
was used fairly well, but the right hand failed to hit 
the right keys. Husband stated that patient used right 
hand much less awkwardly than a few months ago. 
She has gained in weight and feels well. She goes 
down town alone, attends the movies, etc. 

The apractic symptoms in this case were of the 
ideomotor type. In addition to apraxia of the right 
hand there was apraxia of the mouth. The inability to 
swallow and inability to talk were also probably aprac- 
tic symptoms. Symptoms other than apraxia included 
astereognosis of the right hand and a degree of mental 
impairment and personality changes, although she was 
able to read and understand spoken language fairly 
well. 

7 7 7 


Case 3.—Mrs. E. C. G., fifty-nine years of age. Had 
toxemic puerperal psychosis in 1911. Has been deaf 
for many years, left ear more impaired than the right. 
In October, 1934, she began to notice trouble in 
writing. Words and letters were well formed, but im- 
portant words omitted from sentences. In January, 
1935, she developed paraphasia characterized by errone- 
ous statements, which the patient herself would cor- 
rect. About this time trouble was noticed in the move- 
ments of the right hand. Coffee was spilled from a 
cup when the patient tried to drink. The left hand was 
used for common movements, although the patient was 
hight-handed and there was no paralysis. It was no- 
ticed that the movements of the right hand succeeded 
better when the patient watched it. 

Exploratory operation revealed a large cyst in the 
left parietal, which was drained and followed by a 
period of improvement in all symptoms. Air was in- 
jected into the cyst cavity, and anteroposterior and 
lateral x-rays gave a good localization of the lesion, 
which was about two and one-half inches anteropos- 
terior, two inches vertical, and two inches transverse, 
extending apparently from the postcentral convolution 
to the angular gyrus above the fissure of Sylvius. 

The patient was able to read and speak, although 
both these functions were impaired. She understood 
spoken language, but was somewhat slow in compre- 
hension. Opportunities for study were limited, as the 
patient was not codperative, but the data available is 
sufficient to demonstrate definite apraxia, mainly of 
the ideokinetic type, due to a lesion of the left parietal 
lobe. 

Although this patient was not studied extensively, 
she presented a picture of large, well-localized lesion 
in the left parietal lobe, with symptoms of ideokinetic 
apraxia in the right hand. There was also a defect of 
speech and impairment of mental processes. 
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Case 4.—Miss M. D. Aged twenty-one years. Patient 
was injured in an automobile accident about seven 
weeks ago. She had a depressed fracture in the left 
parietal region, repaired soon after the injury. The 
patient also had fracture of the right femur near th« 
knee, and numerous minor traumatisms in different 
parts of the body. She was unconscious for a long 
time, and there has been gradual recovery; but she has 
had complete right hemiplegia and complete aphasia 
since the accident. 

Examination: Patient lies quietly in bed, conscious, 
mentally alert, unable to speak or vocalize or make 
any vocal sound. Tendon reflexes are hyperactive in 
the lower extremities, and there is a bilateral Babinski 
Abdominals are present bilaterally. She opens the 
mouth and protrudes the tongue promptly. Has some 
difficulty in swallowing water (was tube-fed for a time 
after the accident). Face is expressionless, with very 
slight movement on the left side, also a very slight 
raising of the eyebrows. She is able to close both eyes. 
Has difficulty in showing the teeth, with lagging on 
the right. Throughout the examination there was no 
change in facial expression. Patient never smiled, nor 
scowled nor frowned nor moved the face. Asked if 
she ever smiled, she moved her lips a little bit, but 
did not smile. Extra-ocular movements reveal external 
strabismus of the right eye. Rotation of the eyes to 
the right fair, to the left not quite so good. Patient 
is unable to rotate the eyes upward above the hori- 
zontal plane. Pupils react to light. Fundi negative. 
Visual fields not grossly impaired. No hemianopsia 
Throughout the examination the patient gave evidence 
of understanding promptly everything that was said 
to her. She read different words written on paper, with 
some mistakes. She carried out a series of consecu- 
tive movements with the left hand correctly, although 
the movements themselves were jerky and poorly co- 
ordinated. She moved the left hand and arm freely 
in all directions, carried out all instructions and orders, 
but with awkward movements. With the eyes closed 
she manipulated objects placed in her left hand in a 
normal manner. The objects were then placed among 
a number of others in front of her, and on opening 


her eyes she selected the one that she had been 
handling. 


This case has been included because of symptoms 
at least simulating apraxia of the sympathetic type; 
that is, apraxia in the left hand with lesion of the left 
cerebrum. However, the character of the motor dis- 
turbance might be interpreted as being ataxic rather 
than apractic. It is.also evident that, in addition to 
the cerebral lesion in this case, there are also lesions 
in the midbrain affecting the ocular movements and 
possibly also the fibers from the superior cerebellar 
peduncle. 


CONCLUSIONS 


Apraxia is a disturbance of motor expression 
dependent upon disturbance in the association and 
commissural tracts of the brain and, therefore, less 
definitely localizable than lesions of the projection 


tracts. The localizing value of apraxia varies ac- 
cording to the type manifested. Kinetic apraxia 
indicates lesion involving or in close proximity 
to the central convolution. Ideokinetic apraxia is 
caused by lesions outside the motor area, but inter- 
fering with its connections with the rest of the 
brain, especially the parietal temporal lobe. Ide- 
ational apraxia is of little localizing value, as it is 
caused by lesions of the association tracts serving 
attention, memory, and other psychologic func- 
tions. Apraxia is usually accompanied by, al- 
though not dependent upon, other disturbances in 
the association tracts, such as aphasia, agnosia, 
and mental impairment. 

727 West Seventh Street. 
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DISCUSSION 


WaLter F. SCHALLER, M.D. (909 Hyde Street, San 
l’rancisco).—Doctor Ingham has presented a very difficult 
subject concisely and with due emphasis on the original 
-ontribution of Liepmann in separating apraxia from allied 
lisorders of brain function. In 1910 I had the oppor- 
tunity of attending a clinical demonstration by Liepmann 
in Berlin. His approach was that of mimicry or command 
in order to demonstrate respectively motor or ideomotor 
ipraxia. The presence of mimia or animia is probably 
sometimes overlooked through the failure to apply this 
test for motor apraxia. Not all students of apraxia will 
igree with Liepmann that motor aphasia is a particular 
iorm of apraxia. Henschen, for instance, in his work on 
aphasia concludes from his analysis of published cases 
that apraxia and aphemia, or dysarthria, are different 
lisorders. 

Apraxia may be so identified with mental deterioration 
that it is but a symptom of this major disorder, rendering 
it questionable whether we should call a case such as that 
described by Doctor Ingham (Case 1) apraxia or de- 
mentia with symptoms of apraxia. Case 4 presents the 
problem of the differential diagnosis of apraxia and ataxia. 
| should incline to the opinion that this case was rather 
one of ataxia. 

Report of Case—The following case (G. E.) of ideo- 
motor apraxia is presented with necropsy findings: A 
male, aged 40, suddenly developed a left-sided hemiplegia 
and aphasia of predominantly motor type with alexia and 
agraphia. The heart examination revealed a marked sys- 
tolic apex murmur. Dementia was not present. Ten days 
tollowing the onset the following symptoms of apraxia 
were found: Given a cigarette and match in the right 
hand, he first put the match in his mouth, then applied 
the unlighted match to the cigarette. A week later when 
given an envelope, seal, sealing wax, and a lighted match, 
he melted the wax, dropped it on the flap of the envelope, 
but failed to apply the seal. He recovered from the 
apraxia in approximately two months’ time, but the 
aphasia and the hemiplegia persisted up to the time of his 
death, from pneumonia, a year and a half after the begin- 
ning of his illness: his speech was dysarthric and there 
were signs of a residual hemiplegia, most marked in the 
leg. It was assumed, but not definitely stated in the 
record, that this patient was right-handed. He used his 
right hand, as in writing, as one naturally right-handed. 
The necropsy revealed a chronic endocarditis. The brain 
lesions were limited to the right hemisphere and consisted 
of three discreet areas of softening. The largest area in- 
volved the insular cortex, adjoining frontal operculum and 
posterior part of the third frontal convolution. Another 
area was found in the central white matter involving the 
cortical projection fibers, and also arcuate and callosal 
fibers. A smaller area was present in the centrum ovale 
lateral to the anterior horn of the lateral ventricle, and 
involving the callosal fibers coursing the anterior horn of 
the ventricle. The hemiplegia was thus explained by the 
interruption of the motor projection system, the aphasia 
by the cortical involvement, and the apraxia by the im- 
plication of callosal fibers. 


x 
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J. M. Nietsen, M.D. (727 West Seventh Street, Los 
Angeles).—This is a highly important subject which de- 
serves much more attention than can be given to it here. 
There is really nothing to be added to the presentation 
as given by Doctor Ingham. 

It might be permissible, however, to mention briefly 
the localizing value of apraxia. The first type discussed, 
ideational apraxia, has no localizing value, but, on the 
other hand, is of great value at times in arriving at the 
type of toxemia from which the patient is suffering. We 
see it with relative frequency in bromidism. It also occurs, 
but less often, in allonal and barbital poisoning. It also 
results from cortical degeneration in genera!. Ideo-kinetic 
apraxia, on the other hand, results from a lesion on the 
major side of the brain, usually the left, and usually in 
the parieto-occipital region. Kinetic apraxia of the limbs 
results from a lesion affecting the motor strip. If this 
occurs on the major side, there may even be apraxia of 


the ipsilateral hand while the contralateral one is para- 
lyzed. 


APRAXIA—-INGHAM 


Summarized, then, if the patient shows only severe 
absent-mindedness (ideational apraxia), this is of no 
localizing value. If he sets out to perform an act, but 
does something entirely different (such as putting his shoe 
into his mouth instead of on his foot, or trying to put his 
arms into the legs of his trousers), he has ideokinetic 
apraxia, and he suffers with a lesion of the major parieto- 
occipital region. If he knows perfectly well what he 
wishes to do and attempts to do it, but does not have indi- 
vidual power of movement of the fingers and must use 
the hand as a whole, he has kinetic apraxia of the limb, 
and the lesion affects the motor strip of the contralateral 
side. If apraxia is properly understood, it adds a great 
deal to our knowledge of cerebral localization. 


we 


Tuomas G. Inman, M.D. (2000 Van Ness Avenue, 
San Francisco).—Doctor Ingham has so well described 
the anatomic and physiologic foundations upon which the 
theory of the apraxias rests that little remains to be said 
in discussion. 

As an aid in the localization of cerebra! disease the 
discovery of an apraxia may lead to a focal diagnosis, but 
the plan of examination, as outlined by Doctor Ingham, 
must be closely followed or confusion will result. Apraxia 
is a symptom complex existing within a group of other 
symptoms, and the lesions responsible for it may lie in 
widely separated areas. An exact diagnosis has led to 
surgical intervention in the case of tumor, and relief has 
followed operation. Many of the recorded cases, how- 
ever, have been of vascular origin and study of them has 
served the interests of science rather than the needs of 
the patient. 

It was the privilege of this writer to attend Liepmann’s 
course at the Charité in Berlin before the World War. 
Where the question of apraxia was to be determined, and 
after the necessary neurological questions had been settled, 
the master proceeded with the mental examination. Pro- 
vided with all of the available utensils which the patient 
would be accustomed to use in daily life, Liepmann would 
ask their various uses and then direct that they be used 
in the accustomed manner. One can imagine the puzzled 
expression on the face of the patient when he found him- 
self unable to execute the desired movements with the 
apraxic arm. 

Well-grounded in philosophy and the sciences, Liep- 
mann brought to the study of cerebral function a mind pre- 
pared to analyze the material which came into his hands. 
His association with Wernicke undoubtedly, through the 
study of the aphasias, caused him to think of certain re- 
sults of cerebration as the end-products of a triad of 
mental (intracerebral) processes; a triad consisting of 
intrapsychical, psychosensory and psychomotor motiva- 
tions. Thus his interrogation of a patient followed a pre- 
arranged plan intended to show in which of these domains 
function was disturbed. 


Doctor Ingham’s studies are of special interest to stu- 
dents of neurology, and lend support to their belief that 
mind is a product of cellular action and not, as some 
would have us believe, a mysterious something coming to 
us from an equally mysterious somewhere. 


Doctor INGHAM (Closing).—The case referred to by 
Doctor Schaller is of much interest. If the patient was 
right-handed, as assumed, it is difficult to explain his 
motor aphasia from a right-sided lesion. Since the apraxia 
was manifested in movements of the right hand, it should 
perhaps be classified as sympathetic apraxia, but this 
would necessitate the assumption that the right hemi- 
sphere was the major one. I agree with Doctor Schaller’s 
remarks in regard to the line which must be drawn be- 
tween mental deterioration and evidences of apraxia. It 
is a fact, however, that some mental deterioration exists 
in every case of apraxia. It is only a question of whether 
the general deterioration is the cause of the disturbed 
motor functions, or whether the latter are of a specific 
type of disturbance which we recognize as apraxia. I con- 
sider that the motor disturbances were ataxic rather than 
apraxic in the fourth case, and they were presented to 
illustrate the problem of a differential diagnosis. 







































































































CARDIOVASCULAR SYPHILIS: ITS 
TREATMENT * 


By Witt1am W. Newman, M.D. 
San Francisco 
Discussion by John J. Sampson, M. D., San Francisco: 


C. W. Barnett, M. D., San Francisco; George V. Kulchar, 
M.D., San Francisco. 





NE hears considerable skepticism as to the 

efficacy of the specific treatment of cardio- 
vascular syphilis. However, almost all statistics 
dealing with this subject concern themselves solely 
with the nearly terminal lesions of aneurysm or 
aortic insufficiency, for the reason that a diagnosis 
of cardiovascular syphilis can be convincingly 
established only in their presence. However, it is 
a fallacy to base our judgment entirely on results 
obtained after mechanical defects have been pro- 
duced in valve and aortic wall which must inevi- 
tably overwhelm the patient regardless of whether 
the infection originally producing them is or is not 
controlled. We should expect our best therapeutic 
results during the quarter of a century of insidi- 


ous progress before these irreparable mechanical 
handicaps occur. 


CRITERIA FOR THE DIAGNOSIS OF SYPHILIS 


Our criteria for the diagnosis of syphilis in 
general are: 


1. A definite history of infection, or 


2. A definitely positive blood Wassermann or 
Kahn, or 

3. A lesion pathognomonic of syphilis, of which 
only saccular aneurysm or central nervous system 
syphilis were encountered. 

Criteria for the diagnosis of cardiovascular 
syphilis will be discussed later. 

One thousand consecutive patients coming to 
this office for cardiovascular examination are 
reviewed. A Wassermann was done on every 
patient, and except for the first one hundred, also 
a Kahn. Physical and x-ray examinations were 
complete in each case. No selection was made of 
the patients, except in so far as the cost of the 
examination required a certain financial compe- 
tence, a factor which doubtless had a bearing on 
the relatively low incidence of syphilis in our 
series. 

This marked influence of social status on the 
incidence of syphilis is illustrated by the finding 
of only 0.2 per cent positive Wassermanns among 
five thousand University of Minnesota students 
contrasted to 10.5 per cent’ among military re- 
cruits of about the same age. Similarly, white ad- 
missions to Johns Hopkins clinic medical service 
showed 6.9 per cent positive Wassermanns,’ while 
Kisser and Bohner report an incidence in private 


general practice of only 3.6 per cent,’ about one- 
half the clinic rate. 


We found 3.4 per cent syphilis among the one 
thousand consecutive patients, and the Wasser- 





* Read before the Dermatology and Syphilology Section 
of the California Medical Association at the sixty-fourth 
annual session, Yosemite National Park, May 13-16, 1935. 
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TaBLe 1.—Entire Group of One Thousand Patients 














Cases Percentage 








Incidence of syphilis........ 
Incidence positive blood 
Wassermann (Kolmer) 
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Incidence cardiovascular 







syphilis ............ 32 
Complete agreement be- 
tween Wassermann and 
Kahn (900 cases)............ 894 99.37 







There were five cases with positive Kahn and nega- 
tive Wassermann. 

There was one case with positive Wassermann and 
negative Kahn. 



















mann or Kahn was positive in 3 per cent. In 3.2 
per cent, cardiovascular syphilis was diagnosed, 
and of these, 87% per cent had positive blood and 
12% per cent negative. The lesions were 22 per 
cent saccular aneurysm, 34.4 per cent aortic in- 
sufficiency, and 43.4 per cent simple aortitis. In 
the nine hundred cases in which both Wasser- 
mann and Kahn were done, there was complete 
agreement between them in 99.37 per cent. Ages 
among those with cardiovascular syphilis ranged 
from twenty-eight to seventy-two years, with an 
average of forty-eight years, and there were 90 
per cent males and 10 per cent females. 













































IMPORTANCE OF CAREFUL SURVEY OF 
CARDIOVASCULAR SYSTEM 





Since the form of treatment which can be safely 
given depends on the degree of pathology present, 
it behooves us to make a careful survey of the 
cardiovascular system before planning our course 
of therapy. There is no question as to the im- 
portance of the treatment of acute syphilis, and 
there is general agreement as to what constitutes 
adequate therapy. In Moore’s* large series no 
patient with early syphilis who received as much as 
three courses of arsphenamin plus interim heavy 
metal developed clinically recognizable cardio- 
vascular syphilis. 

















LATENT SYPHILIS 


This leads directly to the question of what atti- 
tude, from the cardiologist’s point of view, should 
be taken toward the treatment of so-called latency. 
We must bear in mind that the patient who comes 
to us with an aneurysm or syphilitic aortic insuff- 
ciency may have passed through a period of over 
twenty years of what we designate as latency. 
Should we then contemplate withholding treatment 
from the next syphilitic who consults us merely 
because he has not yet developed these lesions: 
The answer depends, of course, on what we know 
concerning the course of latent syphilis in the 
treated and untreated patient. Even if we accept 
Brunsgaard’s optimistic figures on the outcome of 
untreated syphilis, we find that about 25 per cent 
will die as a direct result of their syphilis, most 
of them (one in seven of those originally infected ) 
from cardiovascular syphilis.’ »-*** On the other 
hand, according to Moore, treatment of latent 








September, 1936 


syphilis diminishes the probability of progression, 
relapse, or death, from this 25 per cent to about 
5 per cent. These excellent results should not, 
strictly speaking, be considered merely as evidence 
of the prevention of cardiovascular syphilis, but 
rather of the arrest of the subclinical disease; for 
we know from the pathologic studies of Warthin,® 
Langer,® etc., that 70 to 90 per cent of these pa- 
tients with so-called latency would show at least 
microscopic pathologic evidence of syphilis of the 
aorta, and from clinical studies that 10 to 15 per 
cent of them, if untreated, will die from cardio- 
vascular syphilis. In the face of such figures it 
would seem that there should be no hesitancy in 
concluding that latent syphilis should be treated, 
except perhaps in the patient over fifty years of 
age without symptom or sign except the positive 
blood. Doctor Goecherman, in this symposium, 
has fully covered the details of therapy of latent 
syphilis. 

The next group of patients are those whose car- 
diovascular pathology has progressed far enough 
to produce signs and symptoms of cardiovascular 
disease, but has not yet destroyed aortic cusps or 
caused aortic aneurysm. It is, we believe, at this 
stage where it appears that the syphilitic has defi- 
nitely embarked on the course of active cardio- 
vascular involvement, but where the myocardium 
is not yet exhausted attempting to cope with the 
handicap of an aortic regurgitation, nor the aorta 
already stretched to the bursting point, that the 
greatest benefit, relatively speaking, can be accom- 
plished with specific treatment. 


DIAGNOSIS OF CARDIOVASCULAR SYPHILIS 


We must admit at the outset that this statement 
does not lend itself to statistical proof, since the 
clinical diagnosis of cardiovascular syphilis prior 
to the appearance of aortic insufficiency or aneu- 
rysm cannot, we think, be made with enough cer- 
tainty to make comparative figures based thereon 
valid. This does not mean that the diagnosis as 
a guide to treatment cannot be arrived at with 
reasonable certainty, though often it must be made 
by exclusion, inference, and suspicion. Unfortu- 
nately there is no pathognomonic sign for early or 
subclinical cardiovascular syphilis, as there is in 
the spinal fluid examination for subclinical central 
nervous system lues. 


Tas_e 2.—Analysis of the Thirty-two Patients With 
Cardiovascular Syphilis 


eS SSO 


Cases Percentage 


BI csc scretscnsecsubuassainseociane 90.6 
Females 


Incidence of positive 
Wassermann or Kahn.. 


Incidence of negative 
Wassermann or Kahn.. 


Saccular aneurysm 


Aortic insufficiency 


Simple aortitis................. mn 
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In arriving at a presumptive diagnosis of simple 
syphilitic aortitis, we must of course in the first 
place be reasonably certain that the patient has 
syphilis, and for this we must depend by far most 
importantly on the presence of a positive blood 
test. Except in the presence of aneurysm it is a 
bold physician who will make the diagnosis of 
cardiovascular syphilis in the face of a negative 
Wassermann, even when pathology is advanced. 
The truth of this statement is shown by the low 
incidence of negative Wassermanns, 2 to 5 per 
cent,’ in clinical series, compared with the rela- 
tively high incidence of negative serology, 25 to 
30 per cent,”*® when the diagnosis is made at 
postmortem. Such figures, of course, mean, not 
that the blood is practically always positive in 
cardiovascular syphilis, but rather that the diag- 
nosis is most rarely made clinically unless the 
blood is positive. 

Having satisfied ourselves that the patient has 
syphilis, we must next decide whether he has heart 
disease, and lastly whether that heart disease is 
of a sort likely to have been caused by syphilis. 
Symptoms usually antedate signs, yet those of 
cardiovascular syphilis differ little from those of 
other types of heart disease, especially the hyper- 
tensive form, except that possibly vague or more 
severe substernal pain brought on or increased by 
exertion plays a rather more prominent role than 
do dyspnea or swelling of the ankles. 


PHYSICAL EXAMINATION 

Physical examination at this stage consists in 
an attempt to detect an abnormal aorta. We are 
unable to recognize the Tambour second aortic 
sound, so often mentioned as characteristic of 
syphilitic aortitis,"° nor can we percuss satisfac- 
torily increased retromanubrial dullness. A faint 
pulsation, best felt on deep pressure at the end 
of expiration in the second intercostal space to the 
right of the sternum, means a dilated aorta, and 
a systolic murmur over that same area should not 
be dismissed as of no consequence. 


ROENTGEN-RAY EXAMINATION 


It is, however, from a combination of x-ray 
and fluoroscopic examination that we obtain our 
earliest information of aortic disease. The routine 
anteroposterior and true lateral chest plates often 
miss the beginning dilatation, which usually pushes 
out from the aortic root forward toward the ster- 
num and slightly to the right, so that its contour 
is thrown best into profile in the left anterior 
oblique position, that is, with the patient rotated 
so that the front of his left shoulder touches the 
plate, the optimum degree of rotation being found 
by fluoroscopy in each individual case. Obtaining 
a picture of such a dilatation is much facilitated by 
doing the fluoroscopy at six feet, finding the best 
angle of rotation under the fluoroscopic screen and 
then not moving the patient at all, but dropping 
the casette between screen and patient and flash- 
ing a plate of the image just observed. Figure 1 
shows an arrangement for doing this. Pictures of 
small localized dilatations along the course of the 










































































































































































































































Fig. 1.—Arrangement for fluoroscopy at six feet: A 


A, Ad- 
justable fluoroscopic screen mounted six feet from tube 


and arranged to hold a cassette at its back; B, Conven- 
tional fluoroscopic screen swung out of way; C, Extension 
to shutter control arm; D, Back rest of conventional ver- 
tical fluoroscope. 


aorta can be obtained by this method which easily 
might otherwise be missed. 

While the electrocardiogram gives no informa- 
tion specifically characteristic of syphilitic cardio- 
vascular disease, it is of value in judging the state 
of the myocardium which may be damaged before 
the development of aortic insufficiency. Usually 
when electrocardiographic changes are present, 
symptoms of pain or breathlessness on effort are 
also in evidence. 

So then, having a patient with a positive Wasser- 
mann, especially if he is under fifty years of age 
and complains of substernal pain or dyspnea on 
exertion, in whom x-ray shows an aortic shadow 
more dense or broad than one would expect for 
the patient’s age, or blood pressure, or who has 
a localized dilatation of the ascending aorta, often 
best seen in the left anterior oblique position, 
we feel that a presumptive diagnosis of active 
cardiovascular syphilis is justifiable and specific 
therapy is urgently indicated, as it is at this point 
of simple aortitis that the last good chance of a 
symptomatic cure is possible before valve leak or 
aneurysm do irreparable damage. Treatment must 
now be somewhat more cautiously initiated than 
before the onset of symptoms and signs has oc- 
curred, and should not commence with arsenic. 
At least eight weekly injections of bismuth, plus 
potassium iodid by mouth, should precede the neo, 
the first dose of which should not exceed 0.3 gram 
and the succeeding weekly doses of the course of 
eight not over 0.6 gram, after which the bismuth 
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course is repeated, so that in the first eightee: 
months three such courses of bismuth and of ne 
are planned. Thereafter one yearly course of eac! 
is advisable as a routine, irrespective of the sero 
logic status. Treatment during the stage of simpk 
aortitis not infrequently requires the application 
of such nonspecific measures as rest, digitalis. 
diuretics, etc. 


DIAGNOSIS OF THE TERMINAL LESIONS 


Diagnosis of the terminal lesions of syphiliti 
cardiovascular disease, aortic insufficiency, an 
aneurysm, rests on the points enumerated above 
for uncomplicated aortitis, but here is aided anc 
simplified by the presence of the physical signs oi 
an aortic valve leak, or x-ray evidence of aortic 
aneurysm. In the latter case the lesion is in itseli 
practically pathognomonic and requires no sup- 
porting data, not even of syphilis. 


TREATMENT 


Even though, as C. W. Barnett states," “the 
beneficial effect of specific treatment on the prog- 
nosis of syphilitic aortic insufficiency remains un- 
proved,” still much suggestive evidence of its valu 
even in this late stage has been adduced by Moore,’ 
Stokes,!° Reid,® Grant,!* etc., Grant followed for 
ten years 189 patients with syphilitic aortic insuffi- 
ciency and aneurysm, one group of whom were 
given specific treatment and another strictly com- 
parable group were kept as controls. The pro- 
portion of his patients in each group, dead, 
living and unchanged at the end of ten years, cer- 


tainly seems to favor the results of specific therapy 
(Table 3). 


The arsenicals, in the face of aortic insufficiency 
or aneurysm, should be used most cautiously ; the 
initial dose of neo should be reduced to .1 gram 
and the succeeding doses to not over .3 gram, and 
this should always be preceded by ten to twelve 
weekly injections of .1 to .2 gram of bismuth and 
by potassium iodid. If there are no untoward re- 
sults, about three such courses of neo and bismuth 
may be given in the first eighteen months, but nc 
rigid schedule can be followed. 

In the face of frank decompensation with 
swollen legs, orthopnea, and hydrothorax, or in 
patients who have frequent, severe, and easily pro- 
voked anginal attacks, the first thought is not of 
specific, but rather nonspecific measures, of which 





Tas_e 3.—Effect of Specific Treatment on Syphilitic 
Aortic Insufficiency and Aneurysm Over a Period 
of Observation of Ten Years. (Modified, from 
Grant.) 


GROUP 1 GROUP 2 
Treated with Arsenic, 
Mercury, and KI 


No Specific 


Therapy 


Number of Number of 


Cases living 
unevent- 
fully and 
unchanged 


Deaths ...... 


} 
Cases living | 
unevent- 
fully and | 
unchanged | 12 (23%) 
| 
| 
| 


Deaths ...... 25 (48%) 
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bed rest is preéminent. In edematous patients 
intravenous salyrgan is particularly apropos, being 
both a diuretic and a mercurial. Unless the patient 
reaches a stage of compensation through these 
means, allowing him to be up and about at least 
a few hours a day without gross edema, severe 
dyspnea, or frequent and severe anginal attacks, 
we feel that the arsenicals are contraindicated. 
However, the heavy metals and iodids can always 
be started as soon as full digitalization, the tapping 
of effusions, the administration of oxygen, etc., 
have alleviated the pressing symptoms of decom- 
pensation. 
SUM MARY 


1. The incidence of syphilis in one thousand 
consecutive ambulatory patients seen in the private 
practice of cardiology was 3.4 per cent, and of 
cardiovascular syphilis 3.2 per cent. 

2. Of these 43.6 per cent had simple aortitis, 
34.4 per cent’aortic insufficiency, and 22 per cent 
aneurysm. 

3. The blood Wassermann or Kahn was posi- 
tive in 87.5 per cent and negative in 12.5 per cent. 

4. For practical purposes a diagnosis of cardio- 
vascular syphilis is justifiable in any patient with 
a saccular aortic aneurysm; or in any patient over 
forty years of age with aortic insufficiency and a 
positive Wassermann, provided there is no ste- 
nosis of any valve nor definite history of rheu- 
matic fever;* or in any patient with a positive 
Wassermann or Kahn, especially if he is under 
fifty years of age and complains of substernal pain 


or dyspnea on exertion, in whom x-ray shows an 
aortic shadow wider than one would expect for 
his age, or blood pressure, or who has a local- 


ized dilatation of the ascending aorta, often best 
seen fluoroscopically in the left anterior oblique 
position. 

Adequate treatment of early syphilis is ex- 
tremely effective in the prevention of 
—— syphilis. 

In the presence of established cardiovascular 
syphilis the preponderance of evidence (although 
not strictly applicable to statistical analysis) is in 
favor of the beneficial effect of specific therapy, 
not only with the heavy metals and iodid, but also 
with arsenicals in suitable dosage. 


The earlier in the course of the disease spe- 
cific therapy is begun, particularly before the onset 
of aneurysm or aortic insufficiency, the better are 
the chances of improvement. 

450 Sutter Street. 


clinical 
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DISCUSSION 


Joun J. Sampson, M.D. (490 Post Street, San Fran- 
cisco).—The difficulties of diagnosing early cardiovascu- 
lar syphilitic lesions, especially in patients with negative 
serologic tests, and the effect of adequate treatment in 
preventing cardiovascular syphilis, have been indicated by 
Doctor Newman. 

One of the most serious diagnostic problems is the pa- 
tient with arteriosclerotic or rheumatic heart disease and 
a positive blood Wassermann reaction. In my belief these 
cases should be treated just as are those of well-established 
syphilitic heart disease. Just what method of treatment 
should be used in clearly diagnosed syphilitic aortic in- 
sufficiency, or aortitis, is a problem in constant dispute. 
From personal experience, and that of the workers quoted 
by Doctor Newman, a more optimistic attitude toward 
results of active treatment may be assumed. At least a 
prolongation of life seems to be established by statistical 
studies. Naturally patients with large obstructing aneu- 
rysms, or in marked congestive heart failure, are not given 
arsenical treatment; but I believe that aortic dilatation 
or aortic valve insufficiency in themselves are not contra- 
indications. An apparently good rule is to attempt to 
save any cardiovascular system that is maintaining the 
patient in social usefulness. 


Diagnosis of 
Aortic 
Med., 


Syphilitic 
Regurgitation or 
49 :753-766 (May), 
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The elements of danger in adequate arsenical treatment 
of cardiacs may be enumerated as: (1) serious nitrotoid 
reactions; (2) pulmonary edema; (3) Herxheimer re- 
actions ; and (4) the dissolution of an aneurysm wall with 
rupture. The first element, nitrotoid reaction, may gener- 
ally be prevented by initiating arsenical treatment with 
small doses, as suggested by Doctor Newman; the second, 
pulmonary edema, is an uncommon complication of any 
type of intravenous therapy, and has been observed twice 
in my personal experience during arsphenamin adminis- 
tration; the third, the Herxheimer reaction, is another 
rarity, and personally observed only once, and that in a 
case following preliminary mercury and iodid therapy as 
generally advised and outlined in Doctor Newman’s 
paper; the fourth, aneurysm rupture, is the most com- 
monly feared complication, but the one which is unsub- 
stantiated by practically any pathologic proof. 

It is well recognized that untreated syphilitic cardio- 
vascular disease may advance very slowly, but certainly 
this is not a general observation. Thus, with little danger 
in active treatment and the suggestive evidence that 
arsenical therapy holds the disease stationary, we have 
good reason for using it even in reasonably advanced 
cases. The prevention of advancing destruction of the 
myocardium seems to me a logical explanation of the 
apparent benefits. 

At the cardiovascular clinic of the University of Cali- 
fornia, we have encountered a mortality of 25 per cent in 
eighty-seven cases, over a thirteen-year period. We have 
observed in this group cases of aortic insufficiency which 
have been clinically stationary or improved during five to 
twelve years of active treatment, including twenty-five to 
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eighty doses of neosalvarsan in addition to bismuth, potas- 
sium iodid, and mercury. No fatal nitrotoid reactions or 
ruptured aneurysm following arsenical injections were ob- 
served in the entire period. We have seen, likewise, cases 
progress to rapidly fatal terminations during persistent 
treatment. In spite of this I feel that the disease has often 
been held in check. 


=~ 


C. W. Barnett, M. D. (Stanford University Hospital, 
San Francisco).—Autopsy reports show evidence of aorti- 
tis in a large percentage of patients with supposedly latent 
syphilis, but only a few of these patients ever develop 
serious disability. The problem in simple aortitis is, there- 
fore, not to make a diagnosis of a condition which is 
present in nearly every patient with syphilis, but to pick 
out from the whole group those in whom the process is 
likely to advance. The signs and symptoms mentioned by 
Doctor Newman are undoubtedly useful for this purpose. 
There is, however, a good deal of uncertainty as to the 
prognosis, and because of this the beneficial effects of 
treatment have not been proved. 


When aortic regurgitation of aneurysm complicates the 
picture, the diagnosis is more certain and the prognosis 
is better known; but the effects of treatment are still 
doubtful. The results of treatment as shown by Grant are 
given in this paper. These figures are apparently more 
accurate than any others that have been published up to 
the present time. They suggest that specific therapy does 
improve the prognosis slightly in these more advanced 
stages of the disease. 


2 
7 


Georce V. Kutcuar, M.D. (450 Sutter Street, San 
Francisco).—At the present time the value of specific 
treatment in cardiovascular syphilis is debatable. The 
apparently satisfactory results cited by Moore and his 
coworkers as evidence of the value of specific treatment 
is open to the criticism of analysis by the retrospective 
method. That is to say, patients who lived the longest 
following the beginning of treatment naturally received 
the greatest amount of therapy and fell into the “satis- 
factory outcome group.” On the other hand, the patients 
who died within a few weeks following the beginning of 
treatment were placed in the “unsatisfactory outcome 
group.” This method of analysis gives rise to a consider- 
able error. As pointed out by Barnett, the only method 
by which the effect of treatment can be definitely evalu- 
ated is by careful observation of a large number of 
patients until death, half the series receiving specific treat- 
ment, and the other half no specific treatment. Every 
alternate patient, regardless of the stage or severity of 
the disease, should be used as a control. It is only through 
a survey by this method, made over a period of years, 
that the actual value of specific treatment in cardiovascu- 
lar syphilis can be determined. Regardless of the effect 
of treatment on the ultimate outcome in cardiovascular 
syphilis, the symptomatic relief obtained is often striking. 
I agree with Doctor Newman that treatment should not 
be started in the presence of frank cardiac decompen- 
sation; rather all efforts should be directed toward re- 
storing compensation. Digitalis, except when auricular 
fibrillation is present, is of little value. Preliminary prepa- 
ration with mercury succinimid in one-sixth grain doses, 
given intramuscularly three times a week along with 
potassium iodid by mouth, is most important in the treat- 
ment of cardiovascular syphilis. After four to six weeks 
of such preparatory treatment, the arsphenamins may be 
used, as suggested by Doctor Newman. Except in early 
aortitis, neoarsphenamin is preferred to aresphenamin. 
Another drug which has a definite place in the treatment 
of aortic insufficiency and aneurysm is bismarsen (bis- 
muth arsphenamin sulphonate). Many syphilologists, in- 
cluding Stokes, maintain that it is the drug of choice. 
The low toxicity, the therapeutic efficiency, and marked 
tonic effects make bismarsen particularly adaptable to the 
treatment of cardiovascular syphilis. It is well tolerated, 
even by the most dehabilitated cardiac. It should be given 
in an unbroken series of from forty to eighty intramuscu- 
lar injections at five- to seven-day intervals. Bismarsen 
deserves wider popularization in the treatment of cardio- 
vascular syphilis. 


CALIFORNIA AND WESTERN MEDICINE 


Vol. 45, No. 3 


BILATERAL DISLOCATIONS OF THE CERVICAL 
SPINE* 


By Ravpn Soro-Hatt, M.D. 
AND 
KEENE O. Hatpeman, M.D. 
San Francisco 
Discussion by Don King, M.D., San Francisco; Rodney 


F, Atsatt, M.D., San Francisco; Howard IW. Fleming, 
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tt is our purpose to review the subject of bi- 

lateral or complete dislocations of the cervical 
spine, leaving aside any discussion of the so-called 
unilateral cases. Many of the large series of cases 
of cervical injury reported in the literature are 
composed chiefly of unilateral dislocations, in 
which treatment is simpler and the results much 
better. The reduction and postoperative care of 
these unilateral cases is a problem of an entirely 
different nature. In the bilateral dislocations seri- 
ous injury to nerves, vertebrae and intervertebral 
discs, and recurrences and residual mechanical 
arthritis, are common. 


In order to obtain a true cross-section and clear 
understanding of these problems, we have re- 
viewed a series consisting of forty cases from our 
private practice and from clinics served by us, and 
have included eight cases from the files of the 
Industrial Accident Commission. The latter are 


particularly valuable in that they show end-results 
with the percentage of permanent disability and 
the corresponding monetary loss. 


REVIEW 


One of the early advances in the reduction of 
these injuries was the method of manipulation 
devised by Walton.’ This is chiefly applicable to 
the unilateral dislocations, and is carried out by 
bending the head backward and to the side away 
from the lesion, thus increasing the deformity. 
The next maneuver consists of a rotation of the 
head toward the side of the lesion, which permits 
the dislocated facet to drop into place. 


In the bilateral, forward, dislocations, the fore- 
going method has been largely replaced by that 
of Taylor * in which reduction is accomplished by 
traction, hyperextension and gentle manipulation, 
followed by immobilization of the neck in plaster. 
This treatment will be tlescribed later in detail. 
Fleming * has made use of lumbar puncture and 
manometric estimations, in association with. the 
Taylor manipulation of cervical dislocations to de- 
termine the disappearance of subarachnoid block. 
Such a disappearance of block was thought to 
indicate a reduction of the dislocation. The 
symptoms of severe injury to the spinal cord, 
often associated with cervical dislocation, have in- 
clined some surgeons to advocate early laminec- 
tomies in the hope of relieving pressure on the 
cord. This treatment received experimental sup- 
port in the work of Allen,? who did laminectomies 


*From the Department of Surgery, Division of_Ortho- 
pedic Surgery of the University of California Medical 
School. 

Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-fourth annual 
session, Yosemite National Park, May 13 to 16, 1935. 
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TAaBLe 1.—Sex Incidence 


No. of Cases Percentage 


82% 
17% 


in dogs following the production of injuries to the 
cord, and observed better recoveries in the dogs 
in which the dura had been opened, as compared 
with nonoperated controls. Coleman* used the 
Queckenstedt test for subarachnoid block (spinal 
puncture and jugular compression) to determine 
the advisability of early laminectomy. The disas- 
trous experiences of Taylor and other surgeons 
who opened the dura following cervical disloca- 
tions, has caused a trend toward conservative 
treatment. Towne,® in a recent review, concluded 
that “laminectomy can do no good in cases of 
injury of the spinal cord resulting from disloca- 
tion of the spine, and may do harm.” 

In the past five years several large series of 
cases of cervical dislocation have been reported. 
Langworthy * cited thirty personal cases, of which 
seventeen were bilateral dislocations. Of the latter 
patients, five died and one of the surviving pa- 
tients had a recurrence of the dislocation. A 
comprehensive analysis of forty-eight patients 
having various types of injury of the cervical 
spine was presented by Mackh ® from the Harbor 
Hospital in Hamburg. He found the mortality 
rate to be 5 per cent in patients with partial dis- 
location, and 30 per cent in those with total dis- 
locations. Brookes,® in 1933, reported forty cases 
of cervical dislocation, of which number, eleven 
were bilateral dislocations. Complete reduction 
was obtained in twenty-eight, partial reduction 
in eight, and failure resulted in one case. No at- 
tempt was made to reduce the dislocation in three 
patients. Redislocation occurred in four patients 
(10 per cent). The same author ?® brought his 
series of traumatic dislocations of the neck up to 
sixty-five in 1935. 

From an inspection of the illustrations in the 
papers mentioned in the preceding paragraphs, it 
is apparent that many cases which were considered 
reduced actually showed the persistence of a slight 
forward displacement of the vertebra. This in- 
completeness of reduction predisposes to a recur- 
rence of the dislocation, or at least leads to per- 


TABLE 2.—Age Incidence 


No. of Cases Percentage 


De 9 FORTE qn. 4 
10-19 years . 

20-29 years .... 

30-39 years .............. 

40-49 years .............. 
50-59 years nn 


60-69 years .............. 
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No. of Cases 


Percentage 
Automobile accident 15 37% 


Fall on head or neck ........ 11 7 
Dive into shallow water.. 4 - 
Blow on head or neck 

While under anesthetic.... 
Manipulation by cultist.... 


Sudden movement of 


sistent symptoms of damage to the nerve roots, 
and arthritic changes. We must raise our stand- 
ards of satisfactory reduction, and must insist 
upon a perfect realignment of the anterior borders 
of the vertebrae. 


ANALYSIS OF FORTY CASES OF BILATERAL 
DISLOCATION OF CERVICAL SPINE 


In this series of forty cases males constituted 
82 per cent of the patients (Table 1), an inci- 
dence which is characteristic of injuries occurring 
largely in industry and sports. The decades from 
thirty to forty, and from forty to fifty, contained 
the largest number of cases, the average age being 
thirty-five years (Table 2). 

While a large variety of causes of dislocation 
were found, automobile accidents were in pre- 
ponderance (Table 3). Diving into shallow water 
accounted for four such injuries, and falls for 
most of the remainder. The most vulnerable 
vertebra (Table 4) appeared to be the fifth cervi- 
cal, followed in order by the sixth, fourth, and 
first cervical vertebrae. The latter localization 
occurred in the younger patients (average age 
twenty-five years). Fractures of the vertebral 
body or some portion of the neural arch were 
associated with the dislocation in one-half of the 
series. This incidence is probably larger because 
minor fractures are often overlooked. 

The symptoms and signs associated with dis- 
locations of the neck may be grouped as local 
signs (torticollis, limitation of motion, pain in 


TABLE 4.—Level of Dislocation and Associated 
Fractures 


No. of Cases Percentage 





Cc 
Cc 
Cc 
Cc 
Cc 
Cc 
Cc 


Associated fracture of 
vertebral body or neu- 
ral arch 
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(From Files of California Industrial Accident Commission 1926-1934) 














Permanent Rating 

































































Per Cent | | 
; | Disabil- 
Age j Nature of Injury Treatment ity Weeks Cost 
38 | Compression fracture CV_ with] Bed rest for twenty-five days 43% 161 $3.350 
| slight displacement 
Dislocation C VI Not diagnosed and not treated 
| Fracture C VII 
48 | Dislocation CII Traction two weeks, collar one 32% 131 $2,728 
year 
43 Dislocation CIV Undiagnosed for four months. | _ ........ ha - Sec, $2,400 
Compression fracture C V No treatment | 
42 Dislocation C VI Manipulation followed by cast for| __ ........ $5,050 
Compression fracture C V and VI three months 
53 Dislocation C V No manipulation, cast ten weeks 59% 238 $3,175 
ES eee —— ee — | — a 
32 Dislocation C VI Manipulation, cast one month 59 235 $4,559 
34 Dislocation CIV Head traction one week followed 58 %4 $5,078 
Fracture CV by physiotherapy | 
Average 51% | $3,865 





the neck), symptoms of injury to nerve roots 
(paresthesias and anesthesias over shoulders and 
arms), and those of injury to the spinal cord. 
Symptoms of the latter were noted in twenty-five 
patients, consisting, in the order listed, of paraly- 
sis of the arms, anesthesia and paralysis of the 
legs. 

No specific treatment was characteristic of this 
series. Usually a manipulative reduction was 
carried out, followed by the application of a cast 
including the body and neck. Open reduction or 
laminectomy was performed on seven patients for 
correction of deformity or relief of pressure on 
the spinal cord. 

In such a study as this, the results are difficult 
to interpret, owing to the incomplete follow-up 
notes in some of the clinic cases. The private 
cases showed, in most instances, a complete re- 
covery within from six to eight months after the 
injury. Results in clinic cases were often less 
gratifying because recurrence was more common 
and there was a less rigid supervision of their 
after-care. As a rule, there was gradual dis- 
appearance of symptoms of injury to the spinal 
cord, although some weakness, anesthesia or par- 
esthesia often persisted indefinitely. Pain arising 
in the nerve roots was particularly annoying in 
certain patients who had not received early and 
adequate treatment. 

A recurrence of the dislocation following re- 
duction was noted in four patients. Death within 
a few days of the accident occurred in seven in- 
stances. Of special interest is the expression of 
end-results as observed in the record of eight 
patients with cervical dislocation who received 
permanent disability ratings by the Industrial 
Accident Commission of California in the years 
1926-1934 (Table 5). The average permanent 
disability rating was 51 per cent, with an aver- 
age cash payment of $3,865. These figures empha- 
size the tremendous physical and financial loss 
which results from such injuries, many of which 
did not receive an early diagnosis and few of 











which were given adequate treatment. Indeed, the 
medical records in almost all of these eight cases 
indicated an incomplete reduction or a recurrence 
of the dislocation. 

TREATMENT 

It need hardly be emphasized that the foremost 
consideration in the care of patients with fracture- 
dislocation of the cervical spine is the immediate 
reduction of the dislocation. With proper care in 
handling, such a reduction can be carried out with- 
out anesthesia and without jeopardizing the life 
of the patient. Early diagnosis and prompt treat- 
ment will greatly lessen the duration and extent 
of disability, since the edema and compression 
of the spinal cord caused by the displacement of 
the vertebra are the chief complications of such 
injuries. 

We believe that the Taylor method of manipu- 
lation, followed by the type of immobilization to 
be described, offers the most satisfactory solution 
of this problem. The patient is placed on his back 
on any type of rigid table, and a head sling of 
muslin is so arranged that one loop rests upon 
the patient’s chin and the other loop beneath his 
occiput. The ends of the sling are passed around 
the waist of the surgeon and tied. This permits 
the latter to maintain constant traction on the head 
by resting his weight against the sling, and at 
the same time leaves both his hands free to carry 
out gentle manipulation of the patient’s neck 
(Figure 1). A steady downward pull on each of 
the patient’s arms, by assistants, provides the 
necessary countertraction. Traction on the head 
is maintained for at least fifteen minutes to permit 
relaxation of the cervical muscles. The dislocated 
facets can often be felt to slip into place, and the 
patient may note immediate relief. The manipu 
lation consists of a gradual increase in extension 
of the neck combined (in patients having torti- 
collis) with Walton’s maneuver of lateral flexion 
to increase the deformity, followed by rotation 
away from the deformity. When a satisfactory 
reduction seems to have been accomplished, this 
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Fig. 1.—Taylor method of 
location, 


reduction of 
Note the portable x-ray unit. 


cervical dis- 


position should be checked by a fluoroscopic ex- 
amination or a film taken with a portable x-ray 
unit. After reduction has been proved, a cast is 
applied which includes the chin and occiput, and 
extends down to the iliac crests, with the neck 
in complete hyperextension. Because of the high 
incidence of recurrence, even with a cast such as 
this, we have recently incorporated two small 
turnbuckles in the cast, extending from the region 
of the middle of each clavicle to the side of the 
chin. The oblique position of the two turnbuckles 
prevents lateral motion of that portion of the cast 
(Figure 2). If subse- 


which supports the chin 
quent x-ray films, which are taken at intervals of 


two or three days, show any slipping forward 
of the injured vertebra, the cast is cut in a trans- 
verse direction anteriorly to include two-thirds of 
the circumference of the neck, and increased ex- 
tension of the neck is obtained by means of the 
turnbuckles. Thus recurrent dislocation is re- 
duced or prevented.”’ 


The first cast is worn for from eight to twelve 
weeks and is followed by a Thomas collar for 
about four weeks longer, the length of immobili- 


Fig. 2.—Lateral and 


anterior 
buckles to provide 


views of cast, with turn- 
adaptable 


hyperextension of the 


‘ the injury. 


neck. 
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zation depending upon the severity of injury and 
upon the evidence of repair given by the x-ray. 
After two or three months the latter often shows 
a solid bridge of bone extending from the anterior 
border of one vertebra to another at the site of 
dislocation. 
REPORT OF CASES 
A few cases treated by various methods have 
been selected for special study because they illus- 
trate the problems presented by these injuries and 
point the way to a rational method of treatment. 


Yt Y ¢t 


Case 1.—J. M., male, fifty years of age, had his chin 
caught beneath the wheel of an overturned auto- 
mobile. There was immediate and complete paralysis 
and anesthesia from the shoulders down. Lumbar 
puncture showed a blood-tinged spinal fluid and an 
incomplete block. An attempt was made to reduce the 
complete dislocation of the sixth cervical vertebra, 
with partial success, but with no improvement of 
neurologic signs. The patient expired three days after 
It is evident that the spinal cord was com- 
pletely severed by the injury, and that any treatment 
was hopeless. 
7 v 7 


Case 2.—J. D., male, fifty years of age, was thrown 
on his neck when an automobile overturned. He had 
immediate pain in the back of the neck, and numb- 
ness and tingling of both arms, indicating pressure on 
the nerve roots. An x-ray examination showed a dis- 
location of the fifth cervical vertebra and a fracture 
through the laminae of the neural arch. The disloca- 
tion of the fifth cervical vertebra was reduced by 
traction on the head under the fluoroscope, with im- 
mediate relief of pain in the arms, and a cast was 
applied. A few days later the pain in the arms re- 
curred, and a lateral radiogram showed that the fifth 
cervical vertebra had again slipped forward. Later 
attempts to reduce this recurrence were only partially 
successful. 

This case demonstrates the necessity for immobili- 
zation of the neck in complete hyperextension, which 
had not been done. The associated fracture of the 
neural arch also favored a recurrence of the dislocation. 
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Case 3.—F. R., male, thirty-five years of age, injured 
his neck in an automobile accident. He complained 
only of pain in the neck, and a neurologic examination 
was negative. Two days later the x-ray revealed a 
dislocation of the fourth cervical vertebra. This was 
reduced by traction on the head for twenty minutes, 
followed by the application of a cast. Two weeks later 
another radiogram revealed the recurrence of the dis- 
location. An open reduction was carried out, and the 
fourth cervical spinous process was wired to that of 
the sixth cervical in the hope of preventing another 
recurrence, Films taken two months later showed a 
definite increase in the displacement of the fourth 
cervical vertebra. 


This case also illustrates the need for hyperextension 
after reduction and shows the futility of an attempt 
to prevent displacement of an imperfectly reduced 
vertebra by means of internal fixation. 


A ty 


Case 4.—E. A., male, seventeen years of age, dived 
into shallow water. He had a complete quadriplegia 
which cleared up following manipulation under an- 
esthesia. The reduction was followed by a cast to the 
chest and neck for seven weeks, after which a very 
ineffective metal collar was worn. The weakness of all 
four extremities gradually increased, and at the time 
of examination by Dr. Howard Fleming and one of 
the authors, fourteen weeks after the injury, there was 
almost complete quadriplegia. Radiograms showed a 
severe compression fracture of the fourth cervical 




































































































































































vertebra, with dislocation of the third cervical verte- 
bra, producing a sharp backward angulation of the 
spine at that level. A laminectomy was performed, 
and the spinal cord, which was compressed against the 
body of the fourth cervical vertebra, began to pulsate 
when the laminae were removed. After the laminae 
had been removed, it was impossible to obtain any 
correction of the deformity, even with strong traction 
on calipers fixed in the mastoid region. The patient 
began to improve immediately after the operation, and 
showed a progressive return of strength to all ex- 
tremities over a period of two years. 

Recurrence because of inadequate immobilization is 
again shown, and the value of late laminectomy to 
relieve pressure on the spinal cord is demonstrated. 
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Case 5.—H. de M., female, thirty-five years of age, 
was injured in an automobile accident. She presented 
a flaccid paralysis and anesthesia of the right arm. 
A dislocation of the fourth cervical vertebra was com- 
pletely reduced by steady traction for twenty minutes, 
followed by hyperextension of the neck. The hyper- 
extended position was maintained by a cast extending 
from the iliac crests to the head. Immediately after 
reduction, power returned to the right arm, and the 
sensory disturbance gradually disappeared. The pa- 
tient made a complete recovery. 
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Case 6.—B. F., thirty-seven years of age, was in- 
jured in an automobile accident. In addition to an 
injury to the neck, she sustained a dislocation of the 
hip which was reduced at once. No radiograms of 
the neck were made until six weeks after the accident, 
when they showed a dislocation of the fifth cervical 
vertebra. She presented a marked limitation of the 
movement of the neck and pain over the distribution 
of the cervical nerves. Reduction of the dislocation 
was accomplished by gradual hyperextension of the 
neck as the patient lay on a Bradford frame, and trac- 
tion for twenty-four hours was maintained with a head 
halter. The neck was then immobilized in a long cast, 
in which a turnbuckle was incorporated to permit a 
gradual increase in the degree of hyperextension, in 
the manner previously described. The patient made 
a complete recovery within three months of the insti- 
tution of treatment. 
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Case 7.—R. T., male, three and one-half years of 
age, fell out of a tree. His mother observed a marked 
torticollis and forward inclination of the neck, but was 
sure no serious injury had occurred because the boy’s 
appetite was unimpaired. One week later, however, 
an x-ray examination showed a dislocation of the 
second cervical vertebra. The neck was quite rigidly 
held in forward flexion, but a neurologic examination 
was negative. The Taylor type of manipulation under 
anesthesia gave a complete reduction of the disloca- 
tion. Immobilization of the neck in hyperextension 
was maintained with a long cast to which two turn- 
buckles were attached. No signs of injury were 
present four months later. 
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Cast 8.—S. S., male, forty-five years of age, was 
thrown from a mowing machine. He experienced pain 
in the neck and right arm, and weakness of both 
arms. These symptoms persisted without treatment 
until our examination four weeks later, which showed 
a dislocation of the fifth cervical vertebra and a frac- 
ture of its spinous process. Treatment at the time con- 
sisted of continuous traction for one day followed by 
manipulation of the neck without anesthesia. The dis- 
location was reduced, after which a cast was applied 
from the iliac crests to the head. A few days later the 
x-ray showed a partial recurrence of the dislocation, 
which was corrected by cutting the cast anteriorly at 
the level of the fracture, attaching two turnbuckles 
to the cast from shoulder to chin and gradually in- 
creasing the extension of the neck until full hyper- 
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extension was attained. This immobilization was con- 
tinued for three months, after which a metal collar 
was worn for one month. A radiogram then showed 
a firm bridge of bone connecting the anterior surfaces 
of the fifth and sixth cervical vertebrae. Six months 
after the beginning of treatment, the neck had a nor- 
mal range of motion, although the patient still com- 
plained of occasional slight pain in the neck, which 
was probably the result of arthritic changes. 


CONCLUSIONS 


1. Dislocations of the cervical spine, with or 
without associated fractures, demand immediat: 
reduction and prolonged immobilization of the 
neck in hyperextension. 


2. Failure of early diagnosis and adequate treat- 
ment results in permanent disability, because oi 
arthritic changes in the spine and compression of 
the nerve roots or spinal cord. 


3. A method of postmanipulative immobiliza- 
tion is described, which consists of the attachment 
of small turnbuckles to a long plaster jacket and 
collar in such a way as to permit a gradual in- 
crease in the hyperextension of the neck. 


4. A series of iorty cases of bilateral disloca- 
tion of the cervical spine is analyzed with regard 
to incidence, localization, causation, treatment, and 
final results. 

350 Post Street. 
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DISCUSSION 


Don Kine, M.D. (Stanford University School of Medi- 
cine, San Francisco).—In cervical spine dislocations 
accurate anatomic reduction and prolonged retention are 
essential for proper function, comfort, and stability. Since 
Taylor first described his manipulative technique, there 
has been a gradual acceptance of the fact that reduction 
can be safely and efficiently accomplished by manipula- 
tion. The discomforts and difficulties of traction in the 
overcorrected position have led to a more general use 01 
the plaster cast to maintain reduction and hasten ambula- 
tion. As the authors have pointed out, recurrence of the 
dislocation, in spite of the plaster cast, is prone to take 
place. Anyone who has had the disconcerting experience 
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of a recurrence will welcome the authors’ suggestion of 
using turnbuckles in the cast to maintain and increase the 
hyperextended position of the cervical spine. 


& 


Ropney F. Atsatt, M.D. (1421 State Street, Santa 
Barbara).—Doctors Soto-Hall and Haldeman are to be 
commended for bringing up this timely subject. It is often 
a serious question deciding what to do at the critical time 
in order to conserve bone structures, nerve structures, or 
life itself. The clear review of methods of handling these 
difficult injuries is very valuable. 


May I emphasize several points which have already 
been made but which, to my mind, are important in 
treatment ? 


The first is early and accurate diagnosis; this is often 
hard to achieve because of the difficulties of x-ray tech- 
nique, especially in the lower cervical region. 


The second point is gentleness in manipulation. If the 
laminae are intact the dislocation must be reduced, but 
certainly not by “unskilled labor,” as life often hangs by 
a precarious thread during these moments. 


The third point is the authors’ very ingenious device 
for maintaining hyperextension, by use of turnbuckles; 
an old principle, with a new application. This should give 
excellent results. 

In listening to their paper, however, I miss the men- 
tion of traction in the treatment of certain types of frac- 
ture dislocations. Traction in hyperextension with the old 
Sayre sling halter or one of the newer modifications is a 
method which must never be forgotten. 

There is another thing which I would like to bring to 
your attention: occasionally we see a case where ultra- 
conservatism seems to be indicated. As an example of 
this type of injury, I would like to present one case. 

Male, aet. 55, CWA employee. While working on a 
steep bank, a root upon which he was pulling gave way, 
allowing him to roll and fall about 25 feet. He sustained 
a forward dislocation of the second cervical vertebra on 
the third, a transverse fracture of both laminae in the 
mid-portion, and a chip fracture of the anterior edge of 
the body of the third. There was only local pain—abso- 
lutely no cord symptoms. Manipulation might have been 
productive of a reduction, depending upon whether or not 
the anterior ligaments were intact. However, I felt that 
while the persistence of the dislocation of the body would 
give some residual stiffness, the natural laminectomy 
which had been performed had better be left alone, and 
this was done. Head traction, eight weeks’ metal collar 
and adequate intensive physical therapy for four weeks, 
back to light work in three months, and full work as 
laborer in four and one-half months with very little loss 
of mobility in the neck. 

This case also brings up the question of physical ther- 
apy. It seems to me there is no step in the care of these 
cases of more importance than that given by an adequately 
trained physical therapist, one who knows and under- 
stands muscle reéducation. I am sure that the authors will 
agree that such rehabilitation is of utmost importance in 
cases involving joints, muscles, and ligaments. 


% 


Howarp W. Fieminc, M.D. (384 Post Street, San 
Francisco).—The paper by Doctors Soto-Hall and Halde- 
man gives emphasis as to the necessity of early reduction 
and proper support in cases of cervical spine dislocation. 

The complication in such cases that gives most concern 
is the damage to, or continued pressure on the spinal cord. 
We have found it advantageous to combine the Quecken- 
stedt test with the Taylor manipulation. Our primary 
object is not to use the test to determine anatomical re- 
duction of the dislocation, as is suggested in the text of 
this paper under discussion. Frequently, it is possible 
to predict satisfactory reduction by what one hears and 
feels in the patient’s neck, and also by the reappearance 
of normal reactions to jugular compression. However, 
satisfactory anteroposterior and lateral x-rays are neces- 
sary to confirm a proper reduction. 

We have found that certain positions will cause or re- 
lieve pressure on the cervical cord, sufficient to obstruct 
or open the cervical canal. We feel that manipulation can 


PYODERMATOSES—-ANDERSON—AYRES, JR. 243 


be done with greater safety if one has some gauge as to 
what pressure, if any, is being excited on the cervical 
cord. The number of cases when manipulation caused a 
sudden onset of paraplegia or death are probably far 
greater than the literature would suggest. 

If one finds a complete block that cannot be relieved by 
gentle changes in the position of the head and neck, one 
must conclude that pressure on the cord is great or that 
edema of the cord is extreme. To continue strenuous 
manipulation in such cases is to invite further injury of 
the cord. We feel it far safer to maintain traction, with 
calipers placed in the skull, and do an open reduction and 
decompression. 

The recurrence of dislocation is fairly common, and the 
author’s use of turnbuckles incorporated by a cast is very 
ingenious. Our experience has been that the patient can 
seldom tolerate the pressure of a halter on the chin and 
back of the head. Skeletal traction causes little discom- 
fort, and effective halter traction can be secured in a 
proper direction to maintain reduction. 


PYODERMATOSES* 


By Netson Paut Anperson, M.D. 
AND 
SAMUEL Ayres, Jr., M.D. 
Los Angeles 
Discussion by Ernest Dwight Chipman, M.D., San 


Francisco; Franklin I, Ball, M.D., Los Angeles; Sophie 
A. Lurie, M.D., Los Angeles. 


Toe purpose of this paper is to discuss some 
of the pyogenic infections of the skin. These 
form a distinct group from an etiologic standpoint, 
being produced by organisms which have the skin 
as their normal habitat. The diagnosis of these 
conditions in most cases offers no particular diffi- 
culty. In some of them, such as impetigo, therapy 
offers no great problem, while in others, such as 
sycosis, even persistent treatment carried out over 
a period of years may fail to effect a cure. It 1s 
our desire, in presenting this subject, to stimulate 
discussion of the pyodermas and especially those 
characterized by their refractoriness to present- 
day therapy. 
IMPETIGO CONTAGIOSA 


The common types of impetigo contagiosa re- 
quire no discussion in a paper of this type. Men- 
tion should be made of the annular or circinate 
type, which is so often mistaken by the general 
practitioner for a ringworm infection. The gener- 
alized bullous type of impetigo is infrequent, and 
even when it does occur we are perhaps too prone 
to consider the condition a pemphigus. 

It is the secondary or consecutive types of im- 
petigo which are sometimes very misleading. Thus 
we see an impetigo of the nape of the neck second- 
ary to pediculosis capitis; an impetigo of the 
hands, or one that is fairly well generalized, is 
often seen as a complication of scabies. Such a 
secondary pyodermia may be so severe as to mask 
entirely the essential underlying condition. Many 
cases of dermatitis venenata, eczema, epidermo- 
phytosis, herpes simplex, and insect bites may pre- 
sent a secondary impetigo. 

Impetigo of the new-born occurs more fre- 
quently in the lying-in wards of our hospitals than 
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Fig. 1.—A severe secondary pyodermia of the foot occurring as a complication of an epidermophyton infection. 
Fig. 2.—Ecthymatous lesions of the legs. This is primarily an impetigo with deep ulceration. 


we are willing to admit. Its complete eradication 
from a hospital nursery is often extremely diffi- 
cult. And, further, it is a more frequent cause of 
infantile mortality than is apparent. 

In regard to the therapy of impetigo, a few 
facts may be mentioned. Amoniated mercury still 


continues to hold a high position. Generally, its 
use in strengths of from 3 to 5 per cent 1s at- 
tended by a successful outcome. The use of 
stronger preparations, such as ‘the official 10 per 
cent ointment, is often followed by a spreading 
of the impetigo or the production of a severe der- 
matitis venenata. We still see cases where tincture 
of iodin has been used in conjunction with mer- 
curial ointments, with the consequent inevitable 
mercuric iodid dermatitis. 

Sulphur is a much neglected remedy, so far as 
the pyodermias are concerned. It is of great value 
in 3 to 5 per cent strengths, not only in the simple 
impetigos, but particularly in cases occurring as 
a complication of scabies. Among other remedies 
which need be only mentioned here are ultra-violet 
light, x-rays, Alibour water, and the recently 
introduced preparation of a 1 to 500 solution of 
metaphen in flexible collodion. A 2 per cent aque- 
ous solution of gentian violet is often of service. 


ECTHYMA 


Ecthyma may be regarded simply as a deep, 
ulcerating form of impetigo, usually involving the 
lower part of the legs. Practically all of the re- 
marks pertaining to impetigo hold true for this 
condition. 

SYCOSIS VULGARIS 


This chronic persistent and stubborn perifollicu- 
lar infection is most generally found on the 
bearded region of the face. However, it may also 
involve the evebrows, eyelashes, scalp, axillae, and 
pubis. 


Produced by the staphylococcus, this disorder 
takes a high position in its rebelliousness to all 
forms of therapy. At times it may be cured by 
the simplest therapeutic measures, while at other 
times even permanent alopecia produced by x-rays 
may fail to bring about a cure. In the stubborn 
cases, manual epilation should be practiced daily. 
Foci of infection in the nose, sinuses, tonsils, and 
teeth should be eradicated. It is interesting to 
note the conflicting advice given regarding shaving 
in this condition. Andrews’ specifically states that 
“Barber's clippers should be substituted for the 
razor, shaving not being permissible.” Ormsby ° 
is very emphatic in advising daily shaving. Stel- 
wagon * is even more emphatic when he says: “As 
soon as the inflammatory action has been lessened 
and, in fact, in almost all cases from the very 
beginning, shaving every day or every second day 
should be insisted upon as an essential part of the 
treatment. This will not be without pain at first, 
which is by no means unbearable; but after th 
first two or three shavings the operation is not 
especially painful. It materially aids in rendering 
the treatment effective and in shortening the tim« 
required for a cure, and this the patient soon 
recognizes himself. I value this so highly that | 
should decline to treat a case unless this measur< 
were acceded to.”’ 

The recent introduction of oxychlorquinone 
ointment by Peck of New York represents the 
only new contribution to this most difficult thera- 
peutic problem. Even this is not to be regarded 
as curative, for most patients are compelled to use 
the ointment more or less continuously. The value 
of x-rays, either in fractional or epilating doses, 
is often attended by success. Intravenous vaccines 
in increasing doses, the ultra-violet light in patients 
who have had the maximum allowable dosage of 
x-ray, and Alibour water wet dressings, all should 
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Fig. 3 
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Fig. 4 


Fig. 3.—Sycosis vulgaris. A chronic staphylococcus infection of the hair follicles usually involving the bearded 


region. 


Fig. 4.—Pyogenic granuloma of the lip. This diagnosis was substantiated at biopsy. 


yusly diagnosed this lesion as a carcinoma. 


he mentioned. Occasionally a 75 per cent aqueous 
solution of ichthyol will give a striking result. 


LUPOID SYCOSIS 


This may be considered as a special type of 
sycosis vulgaris, and is characterized by its ex- 
tremely chronic course, the presence of small to 
large atrophic areas of scarring, which are bor- 
dered by pustules and crusts. As the process ad- 
vances, it causes a total destruction of the hair 
follicles and a permanent alopecia results. A spe- 
cial name is often applied when the eyebrows are 
alone involved, namely, ulerythema odphrogenes. 

The histologic picture is unique and fairly 
characteristic, revealing, as Unna pointed out 
nearly fifty years ago, a practically pure plas- 
moma. 

INFECTIOUS ECZEMATOID DERMATITIS 


This is a chronic resistant infectious eczema 
which often occurs consecutive to a discharging 
sinus, ulcer or abscess. About the ear it is often 
associated with a chronic otitis media; about the 
ankle, with a discharging varicose ulcer ; about the 
face with a chronic discharge from the nose and 
eyes. Secondary eczematous eruptions occurring 
in the acute stages of an x-ray burn belong in this 
group. 

Fundamentally, the eruption is probably the 
effect of an allergic hypersensitivity to toxins or 
hacteria cantained in the irritating discharge from 
the original focus. The appearance of small 
srouped vesicles together with linear lesions occur- 
ring in scratch marks, its pruritus and, above all, 
its auto-inoculability and its failure to respond to 
rdinary measures, are characteristic. In some 
cases of this disease the ultra-violet light is of 
‘onsiderable value. At other times x-ray therapy 
is useful. In many of the cases which we en- 
‘ounter, White’s Crude Coal Tar Paste has been 

great value. Autogenous vaccines and 2 per 
‘ent aqueous gentian violet are useful auxillary 
easures. 
GRANULOMA PYOGENICUM 


(hese granulomatous lesions are undoubtedly 
secondary to an infection produced by the pyo- 
senie cocci. Their pedunculated appearance, the 
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tremendous hemorrhage which occurs when they 
are traumatized, and their tendency to recur unless 
completely removed, together with their semi- or 
apparently malignant appearance, are all factors 
which have made these lesions a cause of consider- 
able confusion in the minds of all but dermatolo- 
gists. Thus we frequently see a recurrent pyo- 
genic granuloma of the lip being mistaken for a 
carcinoma. On the breast they are confused with 
true malignancies, and when they occur on the 
conjunctiva, as they undoubtedly do, the ophthal- 
mologist considers them in the angiomatous group. 

The importance of having histologic studies 
made of excised lesions is obvious. Many general 
pathologists are not at all familiar with the micro- 
scopic structure of these lesions, and hence the 
importance of each dermatologist having a knowl- 
edge of their histologic appearance, which is so 
characteristic. 

Excision by the endotherm knife, or complete 
destruction of the lesion by the electrodesiccating 
current under novocain, is an accepted and effec- 
tive treatment. 


VEGETATING PYODERMIAS 


We have seen one case of a blastomycosis-like 
lesion on the back of the hand which we feel 
belongs in this group. No papers on this subject 
have appeared in the American literature, although 
cases have been presented by Fox,* Schwartz,® and 
Traub.® The eruption begins as a small papular 
lesion, and gradually spreads to involve the dor- 
sum of the hand from the wrists to the proximal 
phalanges. One or both hands may be involved, 
and the final picture is that of a chronic ver- 
rucus and vegetating, somewhat granulomatous- 
appearing growth. Clinically, it is very similar to 
a blastomycotic infection or to a verrucous tuber- 
culosis cutis. 

Glasser* and Gougerout, among others, have 
described cases in the French literature. The con- 
dition is apparently a vegetating and verrucous 
pyodermia of streptostaphylococcic origin. Histo- 
logic examination has shown a simple inflam- 
matory reaction in the cutis, with an irregular 
acanthosis, a branching of the rete pegs and a 
verrucous structure of the epidermis. 






































RECALCITRANT PUSTULAR ERUPTIONS 


Mitchell, Andrews,® and Lehmann’® in the 
United States, and Barber * in England, have been 
particularly active in calling our attention to a 
condition characterized by the formation of small 
vesicopustules symmetrically placed on the palms 
and soles, and which exhibit a marked stubborn- 
ness to practically all forms of treatment. The 
eruption particularly involves the mid-portions of 
the palms and the instep of the feet. The lack of 
involvement of the fingers and toes, and especially 
of the interdigital spaces, is striking, although 
occasionally one sees a small group of pustules on 
the tips of the toes. Eventually, with the drying 
of the pustules there is a marked and characteristic 
exfoliation. New attacks and exacerbations occur 
from time to time, and are characterized by the 
formation of new pustular lesions either within 
the patch or at its periphery. 

Generally, as pointed out by Andrews, these 
patients have some obvious focus of infection in 
other parts of the body, and often this focus is a 
severe one. One of our patients had a very defi- 
nite focus of infection in the antrum. In another 
patient, careful search failed to reveal any such 
focus. 

In general we agree with Andrews that these 
cases belong in a group by themselves and are 
probably not pustular psoriasis as maintained by 
Barber. We also agree that no permanent cure 1s 
obtained unless attention is paid to the underlying 
cause. We do feel, however, that x-ray is a valu- 
able agent of therapy. In addition to x-ray, we 
also use crude coal-tar paste according to the 
formula of C. J. White. 
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Anthralin in our hands has proved of no value 

in these cases. 
CONCLUSIONS 

1. We have briefly discussed some of the com- 
mon and acute pyogenic infection of the skin. 

2. The more chronic and resistant pyodermias 
have been briefly discussed, with special reference 
to treatment. 
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DISCUSSION 


Ernest Dwicut CuipMan, M.D. (2000 Van Ness Ave- 
nue, San Francisco).—The scope of this paper is so wide 
that it allows a corresponding amplitude of discussion. 

In general, it may be observed that a large percentage 
of the pyodermata are consecutive to simple pruritus or 
to a pruritic dermatosis. The impetiginization of a simple 
eczema and the occurrence of impetigo, ecthyma or furun- 
culosis complicating scabies are familiar examples of this. 
Largely the lesions are the result of infection through 
scratching. 

As to the causative organisms, it is important to note, 
particularly if vaccine therapy is contemplated, that im- 
petigo certainly, ecthyma probably, and infectious eczema- 
toid dermatitis possibly are the result of streptococcic 
invasion, although staphylococci may be also present as 
secondary invaders. Folliculitis and furunculosis are usu- 
ally purely staphylococcic in origin. 

It is gratifying that the writers advocate the use of mild 
forms of .ammoniated mercury in the treatment of im- 
petigo; also that they warn against the use of mercurials 
tollowing the application of iodin. I have seen impetigo 
in infants do very badly on ten per cent white precipitate 
ointment, and recover promptly when a one per cent 
salve was substituted. It is astonishing, also, how many 
patients appear after having made one or more applica- 
tions of iodin, thinking that probably they were subjects 
of ringworm. 

As to the treatment of impetigo the authors properly 
emphasize the value of sulphur in some cases. The same 
result may be reached with a three per cent calomel oint- 
ment. By and large, ammoniated mercury is probably 
the most favored remedy; but whatever the medicament, 
the final outcome depends largely upon the attention to 
detail in its application. While it is obvious to us, it is 
necessary to impress strongly upon the patient the neces- 
sity of removing all crusts and the turning back of epi- 
dermal collarettes prior to the application of the pre- 
scribed remedy. 


The authors raise a fine point in the treatment 
common sycosis as to the value of shaving. I do. not be- 
lieve a hard-and-fast rule can be drawn; for, while per- 
haps most cases respond to daily shaving followed | 
immediate applications of one sort or another, there cer- 
tainly remains a group of cases in which the defensiv« 
forces of nature will do their work if given a fair chance: 
Lesions which are healing nicely under a crust do better 
with little interference. In certain cases a nicety of judy- 
ment is required, and the ability to determine proper!) 
when to interfere and when to refrain, is worth mu 
more than hard-and-fast ruling. 


Along the same line the subject of furunculosis shou'd 
be mentioned. Possibly this topic was not discussed ! 
the authors because it is worthy of an entire paper 
itself. As with other pyodermata, furuncles appear as a 
result of scratching. Almost invariably furuncles invol\- 
ing the nucha denote an itching scalp which has_be« 
scratched. Here, besides the attack on the furuncle itse! 
the scalp and the finger nails should receive attention. 

At present the trend seems toward more conservatis™ 
in treating boils—that is, allowing as much or more ior 
the subject’s resistance as for active interference. It must 
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not be forgotten, moreover, that in certain areas, notably 
about the face, furuncles are potentially fatal. Finally, the 
action of x-rays in aborting boils in their early stages 
should be emphasized. 

*& 


FRANKLIN I. Batt, M. D. (6253 Hollywood Boulevard, 
Los Angeles).— As Doctors Anderson and Ayres have 
indicated, the pustular dermatoses do indeed demand our 
attention, more from the therapeutic point of view, be- 
cause of their frequent refractoriness, than from the diag- 
nostic side. 

Impetigo contagiosa is perhaps the greatest of our con- 
cern, because of its widespread occurrence and its conse- 
quent economic loss of working-time in adults, and loss 
ot school days among children. Although the time-honored 
ammoniated mercury still holds its high position in our 
treatment of impetigo, the new occlusive dressing, with 
elastoplastic tape, merits serious consideration as a means 
of shortening the duration and the contagious nature of 
this infection. 

We agree with Doctors Ayres and Anderson in recom- 
mending the use of Peck’s oxychlorquinon ointment in 
the treatment of sycosis vulgaris, and wish to further 
encourage its use, as we have had more success with it 
than with any other locally applied therapy. X-rays are 
to be held in high regard, also, in the treatment of sycosis, 
and their use along with the oxychlorquinon ointment 
often makes for the best combination and result. We have 
also used the above ointment in the treatment of chronic 
infectious eczematoid dermatitis with gratifying results, 
and recommend its use here. 


Of the vegetating pyodermias, we have seen a number 
and feel that they are of a superficial nature and are 
closely related to granuloma pyogenicum. As to their 
treatment we feel that when they do not respond to local 
applications or similar measures, they may be effectively 
treated by destructive endothermy. 


*% 


Sopnie A. Luriz, M.D. (1025 Story Building, Los 
Angeles). —I presume that this thoughtful analysis of 
pyodermatoses will not reveal any discrepancies of opinion 
of its value among dermatologists. 

In my estimation, the most important point to stress in 
this paper is the idea of distributing a dermatological con- 
ception to non-dermatologists, especially to the general 
practitioner. 


While working on a huge clinical material, we have 
seen a number of ill complications in primary and sec- 
ondary pyodermas, as a result of a false interpretation of 
a dermatological diagnosis and treatments. 

Considering the methods of treatment which are applied 
by the authors, I am fully agreed with them. 

I, personally, use with gratifying results, especially in 
bullous forms of pyodermas, applications, compresses and 
local baths of potassium permanganate solution 1:4000, 
or in exquisite cases I use local immunization, by means 
of compresses, of Besredka’s antivirus (Abbott’s). 


© 


Doctor Ayres (Closing).— Doctor Anderson and I 
wish to thank the discussers for their remarks. Again 
touching on the treatment of the acute pyodermas, espe- 
cially impetigo, furuncles, and pyogenic infections second- 
ary to other conditions, we feel that, in our experience, 
the most useful single application is continuous wet dress- 
ings of Alibour water, an old French preparation of 
copper and zinc sulphate in camphor water. 

One condition which I believe was not touched on was 
a rather uncommon granulomatous occurrence, usually 
caused by a combination of an anaerobic streptococcus 
and a staphylococcus. This type of lesion generally begins 
as an acute subcutaneous abscess which opens and 
spreads with an undermining border, a_beefy-looking 
granulomatous base and a purulent discharge. This like- 
Wise is extremely rebellious to all forms of therapy. One 
patient whom we treated for over a year finally yielded to 
maggot therapy, while another, who is still under treat- 
ment, has resisted everything we have tried. 
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CANCER OF THE THYROID GLAND* 


A REPORT OF TEN CASES 


Ss 
By Francis B. Sette, M.D. 
Long Beach 


Discussion by William E. Costolow, M.D., Los Ange- 
les; Robertson Ward, M.D., San Francisco. 


HE occurrence of the following ten cases of 
cancer of the thyroid in a private surgical 
practice during a period of thirteen and one-half 
years in Southern California, where endemic 


goiter is not prevalent, seems to be of sufficient 
interest to warrant reporting. 


REPORT OF CASES? 


Case 1—Mrs. E. A. B., age 64, born in Illinois, was 
first examined in March, 1923. There was a history of 
goiter for twenty years, with a definite and gradual en- 
largement in the past three years. Hyperthyroidism was 
evidenced by loss in weight, marked nervousness, in- 
creased appetite, and palpitation of the heart with some 
cardiac damage. Treatment was refused. This patient 
was seen again in July, 1924, complaining of difficulty in 
swallowing and breathing. There had been a recent rapid 
increase in size of the left lobe of the thyroid, with defi- 
nite regional lymph node involvement. Diagnosis of 
cancer of the thyroid was made. At operation, July 6, 
1924, the left lobe of the thyroid, consisting of one large, 
firm, well-encapsulated, substernal tumor, and two small 
hemorrhagic cysts, was removed. The pathological diag- 
nosis was “adenocarcinoma of the thyroid.” Postoperative 
x-ray therapy was given. In September, 1924, there was 
no evidence of recurrence and the regional nodes had dis- 
appeared. Her attending physician reported that she died 
January 17, 1927, of paralysis agitans and showed no evi- 
dence of recurrence of the thyroid malignancy. 
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Case 2—Mrs. E. O., age 42, a graduate nurse, born 
in New York, was examined in February, 1924, because 
of a small, freely moveable tumor just anterior to the left 
sternomastoid muscle at the level of the thyroid cartilage. 
The thyroid gland was not palpable. A small fatty tumor 
had been removed from the neck in 1905. At operation 
March 10, 1924, a small cystic tumor mass one and one- 
half centimeters in diameter, entirely independent of the 
thyroid gland, was removed from the left side of the neck. 
Tissue diagnosis was “papillary adenocarcinoma of aber- 
rant thyroid tissue.” This patient was referred to a radio- 
logical clinic for further treatment. In November, 1925, 
a large benign uterine fibroid was removed by a New 
York surgeon. A year later this patient was again ex- 
amined, and there was no apparent recurrence of the aber- 
rant thyroid tumor and the thyroid gland was normal. 
On December 18, 1933, a definite recurrence of the aber- 
rant thyroid tumor was noted. X-ray treatments were 
again given. By February 16, 1934, there was a rapid 
extension to the entire left side of the neck. The growth 
apparently became radio-resistive and x-ray therapy had 
no beneficial effect. A large elongated tumor could be 
felt in the left lobe of the thyroid gland. X-ray exami- 
nation showed a marked destruction of the cervical verte- 
brae. Death occurred in April, 1934. Autopsy was not 
obtained. 

f ¥ o 


Case 3.—Mrs. W. E. S., age 51, born in Nebraska, was 
examined in October, 1924, because of a rapidly recurring 
goiter of three weeks’ duration. There was marked ex- 
haustion, some loss in weight, nervousness, and palpita- 
tion. She had some difficulty in swallowing solid food. 
There was a history of goiter at puberty, and five years 
previously a tumor the size of a walnut had been removed 


* Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-fourth annual 
session, Yosemite National Park, May 13-16, 1935. 

t Owing to lack of space, only five of the case reports are 
given. Others will appear in the reprints. 
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Fig. 1.—Papillary adenocarcinoma of aberrant thyroid 
tumor. 


by a local surgeon. No tissue examination was made at 
that time. Examination revealed a hard, nodular, firmly 
fixed mass, about the size of a small lemon, just above the 
center of the former operative scar. This tumor seemed to 
extend into the mediastinum and to interfere with deglu- 
tition. There were numerous palpable posterior cervical 
glands. X-ray of the chest showed nothing abnormal. At 
operation, October 21, 1924, a firm, nodular tumor mass, 
3% to 4 centimeters in diameter, which was attached to 
the trachea and surrounding structures, was removed with 
considerable difficulty, leaving what appeared to be a part 
of the isthmus of the thyroid gland. Pathological diag- 
nosis—“rapidly growing, mixed-cell carcinoma of the thy- 
roid gland.” This patient was given a considerable amount 
of x-ray treatment during the following three months. 
On January 11, 1935, this patient consented to a photo- 
graph, and appears to be free from any recurrence or 
metastasis. 
7 Y v 


Case 4.—Mr. A. M., age 58, born in Sweden, was first 
seen in June, 1925, with a history of goiter for about 
twenty-five years. In December, 1924, he had developed 
an acute hyperthyroidism, with a gastro-intestinal and 
mental crisis, and a metabolic rate of plus 104. Under 
careful medical supervision by a local physician this pa- 
tient had made considerable improvement, and at the time 
of examination the basal metabolic rate was plus 15. The 
thyroid showed a diffuse enlargement on the right side, 
with a nodular enlargement on the left. On July 2, 1925, 
a test ligation on the right side was done. General re- 
action was favorable, but there was an apparent rapid in- 
crease in the size of the thyroid gland, the left lobe be- 
coming markedly nodular; and on July 13 the left pole 
was ligated and tissue for examination recovered. Patho- 
logical diagnosis showed a rapidly growing carcinoma of 
the thyroid gland. This patient’s hyperthyroidism became 
acute. He did not now respond to routine preoperative 
measures. The thyroid grew rapidly, and the patient died 
early in August of acute hyperthyroidism and pressure 
from the rapidly growing carcinoma of the thyroid. Be- 
fore death the thyroid became firmly fixed, a number of 
regional lymph nodes were apparent and, although x-ray 
examination and x-ray treatment were refused, there was 
evidence of pulmonary and hepatic involvement. Autopsy 
was refused by the family. 


v y g 


Case 5.—Mrs. W. B., age 46, was first seen August 4, 
1927, because of an unusually large tumor of the right 


lobe of the thyroid. There had been a preéxisting nodular 
goiter for three or four years. Two years previously a 
paroxysm of coughing had been caused by a foreign body 
in the larynx, and immediately following this there was a 
marked and noticeable enlargement of the thyroid gland. 
Examination revealed a large, nodular, freely movable 
thyroid involving both lobes and the isthmus. At oper- 
ation, August 8, a subtotal thyroidectomy was done. The 
thyroid was found to be large, nodular, and contained one 


Fig. 2.—Tissue showing many thyroid cells from path.- 
logical fracture of right femur. 


large hemorrhagic cyst. Convalescence was uneventiul 
Three weeks later this patient was readmitted to the 
hospital with a diagnosis of acute appendicitis. On ex- 
ploration of the lower right abdomen, a large hemorrhagic 
ovarian cyst was found and removed, together with an 
acutely inflamed appendix. Careful pathological examina- 
tion of the cystic tumor removed from the pelvis showed 
no evidence of malignancy. The thyroid tissue was again 
examined and no evidence of malignancy was found. In 
1929 this patient sustained a fracture of the right femur 
Union was delayed, and at operation, by another surgeon. 
tissue was recovered which on section proved to be thy- 
roid tissue, indicating a probable primary neoplasm in the 
thyroid gland. We have been unable to follow this case 
because the patient soon left for the East and we have 
had no further contact with her. 


CLINICAL MATERIAL STUDIED 


During this period of thirteen and one-half 
years approximately seven hundred patients wer¢ 
observed, presenting some abnormality of the thy- 
roid gland. The incidence of cancer to the number 
of patients examined was 1.43 per cent. This cor- 
responds very closely to the incidence of cancer 
as observed in other sections of the country. It 
is, however, higher in localities where endemic 
goiter is prevalent. The age incidence corresponds 
very closely to malignancies in general; of the 
ten cases, one occurred in the fourth decade, two 
in the fifth, five in the sixth, and two in the 
seventh, The youngest patient was thirty-thre¢ 
years of age and the oldest sixty-seven years o! 
age. There were six females and four males. 


A history of preéxisting goiter was observed in 
nine of the patients, one patient having noted « 
goiter for only four months. The average dura- 
tion was approximately fifteen years. Case 2, pre- 
senting a papillary adenocarcinoma of aberrant 
thyroid tissue, developed a tumor of the left lobe 
of the thyroid before death. Case 8 proved to be 
a secondary invasion of the thyroid following 
primary malignancy of the left breast. 

A clinical or presumptive diagnosis was mac 
in seven of the cases, and the diagnosis depended 
upon a microscopical examination of the tissue 1 
the remaining three. The appearance of a rapidl) 
growing tumor of the thyroid gland, a rapid ini- 
crease in the size of a preéxisting tumor, or 

rapid and repeated recurrence, is always sug- 
gestive of malignant changes. Pain, difficulty i 
breathing and swallowing, huskiness of the voice 
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Fig. 3.—Large tumor left lobe of thyroid. 

and fixation of the tumor were common symp- 
toms. There are no signs or symptoms by which 
early malignant changes can be recognized; for, 
commonly, it is only after the cancer has perfo- 
rated the capsule of the gland, and has involved 
the surrounding structure, that a positive clinical 
diagnosis can be made. 


THE MALIGNANCY ELEMENT 


The function of the thyroid throws no light 
upon the differential diagnosis of malignancy ; 
however, malignant changes were found incident 
to surgical treatment of toxic nodular goiter in a 
rele atively high percentage of the cases reviewed 
in the literature. Five of the ten cases had definite 
toxic symptoms, one having suffered a gastro- 
intestinal and mental crisis a few months before 
there was evidence of malignancy. 

Primary lesions of the thyroid are for the most 
part epithelial in origin. The following types of 
malignancy were observed : there were two adeno- 
carcinomas, one papillary adenocarcinoma of aber- 
raut thyroid tissue, one mixed cell carcinoma, two 
carcinomas not classified, two probable malignant 


adenomas, one case resembling both carcinoma 


and sarcoma, and one secondary invasion of the 

thyroid from a primary cancer of the breast. 
Many attempts have been made to classify ma- 

lignant epithelial tumors occurring in the thyroid 


gland; however, most pathologists and surgeons 
agree that there are distinctive features which lend 
themselves to at least clinicopathological group- 
ings. The different classifications vary for the 
most part as regards nomenclature rather than 
clinical features. Graham has called attention to 
the fact that the thyroid has certain peculiarities 
not common to other organs or tissue. In no other 
organ do malignant tumors of epithelial origin 
proceed so directly on a basis of a preéxisting 
henign tumor. In no other organ do malignant 
epithelial tumors (except chorionepithelioma ) ex- 
hibit such a high incidence of metastasis through 
the blood stream. In no other organ does the 
histologic appearance of the cells and tissue, both 
of the primary carcinoma and its metastases, so 
closely resemble benign parent tissue in such a 
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Fig. 4.—Destruction of cervical vertebrae 
significant percentage of cases. He further be- 
lieves that the determination of malignancy de- 
pends more upon the blood vessel invasion than 
on the morphological structure of the cells ; how- 
ever, a great many pathologists rely upon the 
usual criteria, that is, structural arrangement and 
cellular differentiation. 


Cases 1 and 10 were diagnosed definitely as 
adenocarcinomata. This type usually arises from 
a preexisting benign tumor, though it may occur 
in a nongoiterous gland, and includes mixed cell, 
round cell, spindle cell, and small or giant cell 
types, and in the more malignant lesions may re- 
semble sarcoma. For this reason Cases 3, 4, 6, 
and 7 may be termed diffuse adenocarcinomas. 
Clinically, this type may spread by way of the 
blood stream, lymph spaces, or by direct extension. 


PAPILLARY ADENOCARCINOMA 


Papillary adenocarcinoma, commonly arising 
from a preéxisting benign tumor, is of low-grade 
malignancy and shows a marked predilection for 
inv ading lymph spaces and involving cervical 
lymph nodes. Distant metastases rarely occur. 
This type of malignancy resembles, clinically and 
pathologically, papill iry adenocarcinoma of the 
ovary. Both are of low-grade malignancy and 
both are radiosensitive, a property which, for the 
most part, is not common to carcinomas of low 
grade situated elsewhere. Case 2, that of a papil- 
lary adenocarcinoma of aberrant thyroid tissue, 
illustrates this type of lesion. 


Leech and Smith believe that aberrant thyroid 
tumors arise in cell masses which develop from 
the posterior portion of the pharyngeal complex, 
so-called fifth pouch, and fail to fuse with the 
gland proper. It has been suggested by Pember- 
ton that these tumors may not be embryological 
defects, but may be deposits of malignant cells 
from a primary lesion occurring in the thyroid 
gland. The case herein presented, while showing 
no early involvement of the thyroid, did develop 
a large tumor of the left lobe of the thyroid be- 
fore death. Diagnosis of these tumors is im- 
portant because they are usually of a papilliferous 
type, are very radiosensitive and respond well to 
treatment. 
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MALIGNANT ADENOMA 


Malignant adenoma or adenocarcinoma of fetal 
adenoma is said to arise from a malignant trans- 
formation of a benign fetal adenoma. Its mor- 
phology is not uniform, but varies within wide 
limits. It is for the most part of low-grade ma- 
lignancy, and tends to metastasize early by way 
of the blood stream. This feature has been demon- 
strated at operation by the presence of sizeable 
masses of carcinomatous tissue in the veins of the 
thyroid gland. Invasion of the capsule does not 
occur until late, and often the malignancy is first 
discovered as a metastatic lesion. Case 5, that of 
a pathological fracture of the femur, had previ- 
ously shown no evidence of malignancy in the 
thyroid gland which had been removed eighteen 
months before. It is, undoubtedly, this type of 
tumor that has been responsible for the frequent 
occurrence of: the so-called metastatic benign ade- 
noma of the thyroid. Simpson has proved rather 
conclusively that all cases of so-called metastatic 
benign adenomata of the thyroid, when completely 
examined, show definite primary lesions in the 
thyroid gland. Case 9 is also classed as a ma- 
lignant adenoma. Clinically, this patient presented 
a rapid recurrence of the original tumor with 
marked involvement of the cervical lymph nodes 
which disappeared after x-ray therapy. Micro- 
scopically the original tissue resembled fetal ade- 
noma. It is generally believed that benign ade- 
nomatous goiter does not respond so readily to 
irradiation therapy. 

The thyroid gland may be involved secondarily 
as shown by Case 8, that of a rapidly invaded 
lesion resembling mammary tissue. This patient 
had had a preexisting primary adenocarcinoma of 
the left breast. 

METASTASIS 

Metastasis occurred in each of the above ten 
cases. Regional lymph nodes alone occurred i 
four, mediastinum and lungs were involved in 
four, and in only one case was the bony skeleton 
involved. Dinsmore he Hickens, in a study of 
124 cases of cancer of the thyroid with metastasis, 
found the incidence as follows: cervical lymph 
nodes 94, lungs 36, bones 18, brain 5, axillary 
lymph nodes 3, liver 2, soft tissue 2, and intra- 
abdominal 1, showing a marked preponderance of 
metastasis in the regional lymph nodes. Pember- 
ton found cervical lymph nodes involved in 69 per 
cent of cases observed, lung metastasis in 24 per 
cent, and bones in 26 per cent. Eisen, Clute and 
Warren, and Pemberton have reported cases of 
metastasis into the heart. 


TREATMENT 

The treatment of the ten cases consisted of 
surgery, and x-ray in four cases, surgery alone 
in two cases, and no treatment in three. In one 


case a decompression operation was attempted too 
late to be of benefit. 


It is significant to note that all authors agree 
that 90 per cent or more of malignant changes of 
the thyroid occur upon preéxisting benign tumors. 
Coller found clinical and pathological evidence of 
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preéxisting adenomatous goiter in 98.8 per ce 
of ninety cases. Pemberton, Poole, Clute, Toland 
and others, have suggested the advisability of r 
moving all tumors of the thyroid occurring in t! 
second and third decades of life as a preve: 
tive measure. Coller and Baker consider endemi: 
goiter as a definite, precancerous lesion, and be- 
cause of difficulties in diagnosis of early cancer 
and the slight chance of cure when a clinical diay 
nosis can be made, believe that all adenomato:s 
goiters should be removed when diagnosed aftcr 
the age of twenty-five. 


In a study of approximately two thousand casvs 
reviewed in the literature, 41 per cent were diay- 
nosed clinically, and less than one-half of these 
cases responded to any type of treatment. The 
fact that 50 per cent or more were recognized 1) 
pathological examination alone suggests the neces- 
sity of careful microscopical examination of all 
goiterous tissue removed; for it is this type oi 
case that affords uniformly good results if pr« per 
treatment is instituted. Palliative measures, such 
as decompression operations followed by irradi- 
ation, have prolonged life in a considerable number 
of cases in the apparently hopeless individuals. 

Metastasis, either local or remote, does not 
necessarily preclude treatment. This is particularly 
true of the papilliferous type of tumor. Many 
cases have been reported in which a combination 
of surgery and irradiation have brought about an 
arrest and an apparent cure. 


In general the type of treatment for cancer of 
the thyroid should be based upon the stage of ad- 
vancement at the time of recognition. In a recent 
report of the committee on thyroid tumors, it has 
been suggested that these patients be placed 
three distinct groups and treated accordingly. 
First, those in whom the diagnosis is made before 
operation; second, those in whom the diagnosis 
is made at operation; third, those in whom diag- 
nosis is made by pathological examination. Group 
one, who are without demonstrable distant metas- 
tases, especially to the bones, should have as com- 
plete an electrosurgical removal of the tumor as is 
possible without damage to the surrounding struc- 
tures. This should be preceded and followed by 
deep x-ray or radium therapy. In the cases in 
which the technical difficulties of removal of th« 
tumor seem too great, the procedure may be re 
versed or x-ray therapy alone may be resorted to 
Group two, in whom malignancy is recognized 
first at the operating table, usually have malign: unt 
adenoma with penetration of the capsule of th: 
tumor. A total lobectomy is indicated in these 
cases, with the removal of as much surrounding 
portions or tissue of the other lobe as is neces 
sary to eradicate the growth. A course of inte: 
sive x-ray therapy should follow the operation. 
beginning before the patient is discharged fro 
the hospital. In group three, in which the diag 
nosis depends solely upon the microscopic exan 
nation of the tissue, the malignant growth is usu 
ally entirely within the capsule of the adenoma. 
In the large majority of these cases the prima 
operation is curative and no further treatment ts 
indicated. If, however, pathological examinatio! 
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shows that the tumor has penetrated the capsule 
of the adenoma, a second operation should be done 
immediately, with removal of the entire lobe from 
which the malignant adenoma arose. Postopera- 
tive irradiation therapy is advisable. 


RESULTS 


Of the cases treated surgically and followed 
with irradiation therapy, one patient is living and 
well after ten years; one died after ten years, of 
recurrence and rapid metastasis; one died at the 
end of two and one-half years from intercurrent 
illness, with no evidence of recurrence or metas- 
tasis; one is alive and well at approximately two 
years after treatment, with no evidence of recur- 
rence. One patient died two months later of rapid 
local recurrence and metastasis of the lungs and 
pleura, and one died immediately following de- 
compression operation. Of the cases not treated 
two are known to have died within a short time 
after recognition, and the third case has not been 
followed. 

IN CONCLUSION 

No conclusions can be drawn from so small a 
number of cases; however, it can be said without 
contradiction that all tumors of the thyroid gland 
should be considered potentially malignant until 
proved otherwise. 

811 Professional Building. 


DISCUSSION 


WiuiaM E. Costotow, M. D. (1407 South Hope Street, 
Los Angeles).—To discuss the réle of irradiation in the 
treatment of carcinoma of the thyroid, it is necessary to 
consider the various types of thyroid malignancy, both 


from the clinical and histologic standpoints. For certain 
clinical varieties, there are corresponding histologic classes 
which give a clue as to the probable method of invasion 
of the malignancy and the prognosis. 

It has been shown in most of the large series of cases 
reported that the majority of carcinomas of the thyroid 
are in the lower grades of malignancy. Case 2 in Doctor 
Settle’s group illustrates one of the low-grade types, which 
constitutes a large group of the thyroid malignancies—the 
papillary adenocarcinoma. This case, which we treated 
for Doctor Settle, illustrates the clinical course very well 
in this type of tumor—a radiosensitive, slowly growing, 
slowly metastasizing tumor, ending after ten years in 
spinal metastasis. These growths are mostly grades 1 
and 2 of Broder’s classification; but they are, neverthe- 
less, radiosensitive, and probably partially due to the fact 
that the cells of the thyroid gland appear to be naturally 
more radiosensitive than those in some other glandular 
organs. In Pemberton’s series of 137 patients living more 
than five years, 58 per cent were of this histologic type. 
Preoperative irradiation is of great value in this group, 
oiten rendering extensive inoperable growths operable. 
Radium implantation has also been used successfully in 
the papillary adenocarcinomas, partial surgical resection 
and implantation of the remainder of the growth being 
done. The radium implantation is possible in this papil- 
lary type, which metastasizes through the lymphatics, 
chiefly, but would be a contraindicated procedure, for in- 
stance, in an adenocarcinoma in a fetal adenoma, where 
metastasis occurs very early in the blood-vessel walls and 
throughout the blood stream. Radiation alone has pro- 
duced complete five- and ten-year arrests in the papillary 
type of growth. 

he adenocarcinoma in the fetal adenoma is quite radio- 
sensitive. This growth, however, invades the blood stream 

rly, and produces a high percentage of distant metasta- 

in the bones. These distant metastases in bone fre- 
iently show complete regression following irradiation. 

Che high-grade malignancies of the thyroid are, fortu- 

tely, the smallest group. The diffuse, high grade, fulmi- 
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nating growths, with rapid onset and metastasis, have 
been described under various classifications as small, 
round, spindle and giant cell carcinomas. This group is 
hopeless from either a surgical or radiotherapeutic stand- 
point, and invariably goes on to a fatal termination. Ap- 
parently this wildly growing growth is entirely radio- 
resistant. 

In planning the proper treatment of carcinoma of the 
thyroid it is most important to classify the case, by patho- 
logic examination as to grade and type of malignancy, 
and by clinical grouping; because it is only by a consider- 
ation of these two factors that proper future treatment 
can be planned, and a clue as to the final prognosis be 
determined. Irradiation has been found to have a definite 
role in the treatment of carcinoma of the thyroid, both 
alone and in combination with surgery. 
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Rosertson Warp, M.D. (384 Post Street, San Fran- 
cisco).—I am in complete agreement with the only con- 
clusion which Doctor Settle has felt justified in drawing 
from his small series of cases, namely, that all tumors of 
the thyroid should be considered potentially malignant, 
until proved otherwise. To prove such benignancy is often 
most difficult, as some of his cases demonstrate. It is well 
known that pathologic examination is proverbially unreli- 
able in thyroid malignancy, especially from the point of 
view of prognosis. Cases 5 and 9 in Doctor Settle’s series 
are excellent examples of this difficulty. In neither of 
these instances could malignancy be revealed by patho- 
logic examination, yet one patient had metastases to the 
bones within two years of operation and the other had 
local recurrence within three months, was relieved by 
x-ray therapy and now has recurrent masses high in the 
neck less than two years after operation. 

Other interesting features are brought out by this study. 
From a similar study of sixty patients operated upon at 
the University of California Hospital, upon whom I have 
a complete follow-up, we have found that a five-year 
period of freedom from recurrence does not constitute a 
cure. Case 2 of Doctor Settle’s series bears this out, 
inasmuch as there was a recurrence of a papillary-cyst- 
adeno-carcinoma nine years after an apparent cure by 
surgery and radiation. Upon its second appearance this 
tumor was absolutely resistant to radiation, and the pa- 
tient died within four months. What biologic change is 
responsible for this state of affairs? It would be interest- 
ing to have a biopsy of the recurrent tumor to compare 
with the original material. It is only from careful studies 
such as Doctor Settle’s, and equally careful follow-ups, 
that these questions are going to be answered. 

I am particularly interested in Case 3 of this series. 
This patient is living and well without apparent recur- 
rence ten years after operation. The pathologic picture 
was one of mixed cell carcinoma which, in my experience, 
has been universally fatal and completely resistant to radi- 
ation. This is another example of the inconsistency of 
thyroid malignancy. Case 7 illustrates the extreme diffi- 
culty in distinguishing between some cases of chronic thy- 
roiditis and malignancy. We had, in our series, an almost 
exact parallel in a patient who died following a sternal 
decompression. In our case also the pathologic diagnosis 
was far from convincing as to the actual presence of ma- 
lignancy. In Case 6 the epidermoid carcinoma showed a 
consistent lack of response to therapy and was of some- 
what doubtful thyroid origin, while in Case 8 the invasion 
of the thyroid was definitely secondary. 

In addition to the inconsistency of thyroid malignancy 
what other conclusions can be drawn from this study? 
First, 90 per cent of these neoplasms arose from an al- 
ready pathologic thyroid, thus suggesting the precancer- 
ous lesion. Secondly, an average duration of preéxisting 
goiter for fifteen years before the probable onset of ma- 
lignancy shows conclusively that there is no factor of 
safety in a long duration of goiter without apparent 
change, but rather that the danger of malignant degenera- 
tion increases with the years. Thirdly, 70 per cent of the 
patients showed a rapid or definite period of growth very 
suggestive of malignancy, especially in the six cases in 
which goiter had been present for many years; and, 
finally, all four patients in whom the diagnosis was made 
before operation are dead. 
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We are grateful to Doctor Settle for placing material 
at our disposal which points so definite a moral. If patho- 
logic examination of specimens removed at operation is 
not entirely dependable for diagnosis of malignancy, how 
much less reliable is a clinical examination in settling this 
point. Now we add the knowledge that, in the series 
under discussion, all patients who waited for a clinical 
diagnosis are dead as a result of the disease. It seems 
evident that our duty to the patient who consults us re- 
garding a nodular goiter is to explain the possibility of a 
malignant degeneration and advise surgical removal which 
carries an almost nonexistent mortality in experienced 
hands. We should, at least, insist upon a semi-annual 
check-up and give instructions to the patient to report for 
immediate examination at the first sign of change in the 
gland. There is no justification for the advice to forget 
the goiter on the supposition that it is now, and will 
remain harmless. 


AMPUTATION OF THE THIGH* 


A NEW AMPUTATION 
OF THE LOWER 


IN THE DISTAL 
THIRD OF THE 


PORTION 
THIGH 


By C. Latimer CALLanper, M.D. 


San Francisco 


Discussion by Hugh Jones, M.D., 1 


os Angeles; EW. 

Cleary, M.D., San Francisco. 

Tals report of an amputation through the 
distal extremity of the femur has a sufficient 

number of novel features to justify its descrip- 

tion as a new operation. 


ESSENTIAL DETAILS OF THE OPERATION 


The essential details of the operation, in sum- 
mary, are as follows. The anterior flap includes 
the soft tissues of the upper part of the leg, as 
far as the level of the tibial tuberosity, while the 
posterior flap is a little longer and extends well 
down on the gastrocnemius muscle. The popliteal 
vessels and nerves are ligated through an amuscular 
and an avascular cleavage plane on the mesial as- 
pect of the low thigh. All of the hamstring mus- 
cles are severed at their tendinous insertions on 
the tibia, and the femur is sectioned in the con- 
dylar flare, a centimeter or less proximal to the 
adductor tubercle. The patella is dissected from 
the anterior flap from the joint side, leaving the 
rectus femoris tendon in the floor of the patellar 
fossa to act as an end-bearing buffer for the 
femur. No primary coapting sutures are used 
throughout the operation, save four to six . 
clips or sutures, which hold the flaps roughly i 
position. s the edges of the flaps unite, the ee 
terior flap retracts gradually, but very extensively, 
until the femur occupies the patellar fossa snugly, 
and the suture line is located well up behind the 
stump-end. 

The advantages which this operation offers 
over other lower-third femur amputations, includ- 
ing the Gritti-Stokes operation, and the simplicity 
of the procedure, warrant a detailed description 
of the operative technique and an analysis of the 
results thus far obtained. 
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DESCRIPTION OF OPERATION 


This description records the stages of this am- 
putation in the lower left femur. The patient is 
placed in the dorsal decubitus position, the kne« 
of the diseased extremity is flexed slightly, and 
the leg is elevated a little above the horizontal 
on one or two sand bags. No tourniquet 
plied. The surgeon stands on the side opposite t 
affected extremity and faces the medial aspect of 
the thigh and knee to be operated upon. 


iS ap- 


He main- 
tains this position throughout the operation, be- 
cause the essential steps are directed through a 
medial approach to the popliteal space. The opera- 
tive work on the lateral part of the low thigh and 
knee are accomplished readily by rotating the knee 
medially. 

The skin incisions, outlining the slightly un- 
equal anterior and posterior flaps, are at the same 
level as the incisions which sever all the deeper 
soft parts. The incision on the medial aspect of 
the thigh begins at a point three finger-breadths 
proximal to the most prominent part of the as 
femoral condyle, and runs horizontally distally i 
the palpable groove between the vastus medi: is 
and the sartorius muscles. With the knee in par- 
tial flexion, this groove can be defined readily. 
After deepening the incision to the enveloping or 
deep fascia of the thigh, the adductor tubercle of 
the medial femoral condyle, and the tendon of the 
adductor magnus muscle, which inserts on it, can 
be palpated. The skin incision continues distally 
over the medial epicondyle, sweeps forward and 
crosses the anterior surface of the tibia at the 
anterior tibial tuberosity, the point of insertion of 
the quadriceps extensor tendon. 

The thigh then is rotated medially (7. ¢., toward 
the surgeon). The skin incision on the lateral as- 
pect of the leg begins at a point three finger- 
breadths proximal to the lateral femoral condyle 
in the palpable groove between the tendon of the 
tensor fasciae latae (iliotibial tract) and the biceps 
femoris muscles. The incision must be made very 
close to the tensor fasciae latae tendon in order 
to avoid the muscular fibers of the biceps. Con- 
tinuing distally over the lateral epicondyle, the 
incision extends forward to meet the medial in- 
cision at the anterior tibial tuberosity, thus out- 
lining the anterior flap of the amputation. 

Corresponding incisions from each femoral epi 

condyle are carried obliquely, posteriorly, and in 
feriorly until they meet on the calf of the leg, 
a point a little inferior to the level of the anterio1 
tibial tuberosity. This is the posterior flap in 
cision, and it is deepened to the fascia on the gas- 
trocnemius muscle. Thus are outlined two long 
amputation flaps, the posterior a little longer than 
the anterior. Each flap partakes not only of the 
soft parts of the lower thigh, but of a consider 
able portion of the soft tissue of the leg. 


Attention again is directed to the medial aspect 


of the thigh and knee. The horizontal portion 0' 
the medial incision, common to both flaps (i. « 
that portion lying between the vastus medialis an! 
the sartorius muscles) is deepened through thi 
deep fascia of the thigh. Division of this powe! 
ful fascial layer, which is the only strong struc 
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Fig. 1.—Anterior, posterior, and close-up views of the amputation stump. 


of the suture line. 


ture in the medial wall of the popliteal fossa at 
this level, affords ingress to the popliteal space. 
The left forefinger, now inserted shallowly into 
the popliteal space, frees the medial hamstring ten- 
dons to their tibial insertions by blunt dissection. 
\t this juncture these tendons are divided in the 
order named—sartorius, gracilis, semimembrano- 
sus, and semitendinosus. During this dissection 
no fleshy portion of any of the medial hamstring 
muscles nor any part of the vastus medialis muscle 
need be exposed, much less severed. The severed 


hamstring tendons retract at once into the apo- 
neurotic and areolar tissue of the posterior flap, 


and are not dealt with again. Further exposure 
is gained by severing the tendon of the adductor 
inagnus muscle at its attachment to the adductor 
tubercle. I'ree access to the vasculoneural contents 
of the popliteal space thus is afforded. Moderate 
flexion of the knee relaxes the popliteal vessels 
and nerves, and favors their manipulation. With 
a finger now inserted more deeply into the popli- 


Fig 
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. 2.—Anterior, posterior, and close-up views of amputation stump. 
ceration on the intact foot probably will force a corresponding amputation in the intact extremity. 


-CALLAN DER 


Note the extreme length placement 


teal space and kept close to the posterior surface 
of the femur, the popliteal artery and vein are 
withdrawn easily to a level flush with, or even out- 
side of, the skin incision. Here they are clamped, 
ligated, and divided as near the superior apex of 
the popliteal space as is convenient. The tibial 
(internal popliteal) and common peroneal nerves 
then are drawn readily into the wound as one 
trunk and are anesthetized, ligated, and divided. 
Each of the components of the nerve bundle is 
injected with absolute alcohol to prevent neuroma 
formation, and the stump is allowed to retract 
into the proximal recess of the popliteal space. 
The partly flexed knee now is rotated toward 
the operator, and the lateral longitudinal skin in- 
cision is deepened through the deep fascia of the 
thigh. The incision is carried through the deep 
fascia as far as the insertion of the biceps muscle 
on the head of the fibula, where the biceps tendon 
then is severed. At this stage of the operation 
the popliteal space may be opened widely from 


This patient is very feeble. Arteriosclerotic 
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side to side since the essential structures have been 
divided. Deepening of the incision marking the 
posterior flap down to the gastrocnemius apo- 
neurosis, and clearing from it the areolo-adipose 
debris, free the posterior flap. It is advantageous 
to leave the fibro-areolar tissue of the popliteal 
space in contact with the femur as far down as 
the level of the adductor tubercle in order that 
there be as little dead space as possible between 
the posterior flap and the femur. 

The knee then is extended, and the incision 
marking the distal portion of the anterior flap is 
deepened through the capsule of the knee-joint 
down to the femoral condyles and the tibia, 
thereby severing the quadriceps tendon at its in- 
sertion into the tibial tuberosity. The anterior 
flap, containing the patella, is dissected upward, 
off the infrapatellar fat pad and drawn upward on 
the thigh until the superior synovial recesses of 
the subquadriceps space are seen. The patella is 
dissected from its sesamoid position in the quadri- 
ceps tendon, care being taken to preserve the longi- 
tudinally disposed tendon of the rectus femoris 
muscle which runs over it. Preservation of this 
tendon adds materially to the end-bearing capacity 
of the stump after the cut end of the femur is 
fitted into the socket from which the patella has 
heen removed. The synovia on the anterior flap 
and over the femur proximal to the condyles is 
not excised. The femur now is sawed through 
its concellous portion about a centimeter proximal 
to the adductor tubercle. At this level the shaft of 
the femur has expanded to a size which approxi- 
mately corresponds to the patellar socket in the 
quadriceps tendon. The cut end of the femur is 
rounded with a rasp until no sharp surfaces and 
no fringes of periosteum remain. 

The two large flaps are now inspected for small 
bleeding points. These can be ascertained best 
by sluicing the surfaces of both flaps with large 
quantities of warm salt solution. This flushing 
has the additional advantage of washing away 
small soft tissue and bone débris. Many small 
bleeding points may require ligation after this pro- 
cedure. Inspection of 


the body of the posterior 
flap shows no muscle 


fibers, but only areolo- 
adipose tissue and the cut ends of the hamstring 
tendons. These tendons already are retracted into 
their aponeurotic beds and are scarcely visible. 
The flaps now are allowed to fall together loosely. 
The only coapting suturing during the operation 
is in the form of not more than four to six skin- 
clips, placed at such intervals as to keep the flaps 
in fair apposition. When the skin edges are ap- 
proximated, the aponeurotic edges also lie in con- 
tact; mere apposition is sufficient to produce firm 
union. None of the tendons or aponeuroses of 
the anterior, flap are sutured to corresponding 
structures in the posterior flap. In this way no 
structure is under any tension, and the trauma 
and consequent pressure necroses resulting from 
suture of these deeper structures, therefore, can- 
not occur. The flaps appear exceedingly long, and 
unmediately after they are fashioned may extend 
one inch or more beyond the bone end. To the 
surgeon accustomed to the routine type of lower 
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Fig. 3. 5 
bearing prosthesis. 


—Views of an elderly patient wearing an e1 


third femur amputation, the flaps will appear ex- 
cessively redundant and clumsy, and he will { 
that a bulbous stump-end and large dead one 
will result. He will wonder, too, ‘when he notes 
how wobbly the femur lies between the flaps, how 
the femur end will gain contact with the patellar 
socket and fuse there. During the early days of 
convalescence the reason for leaving these flaps 
under no tension appears. At the end of the 
second or third postoperative day, the hamstring 
muscles, severed only at their distal attachment 
contract to the degree that the skin suture line lies 
posteriorly placed at about the level of the stump- 
end, and the femur is felt in the patellar fossa 


POSTOPERATIVE CONVALESCEN CE 


After the operation the stump. is wrapped snugly 
in a gauze roll and the patient is returned to bed. 
He is able to sit upright in bed in the evening of 
his opet rative day and can be placed in a wheel 
chair during the next day or two. Daily dressings 
are required because an abundant serosanguinous 
oozing between the skin edges may take place for 
several days, this in spite of the most meticulous 
hemostasis. The drainage gradually lessens. Thi 
absence of primary suturing other than that neces- 

sary for flap approximation minimizes the pocket- 
ing of fluid accumulation and allows all secretions 
to escape through the wide intervals between t! 
skin-clips. Usually the major oozing 
from one to three days. When this drainage has 
ceased, the skin edges between the clips or sutures 
placed at the time of operation are approximat 
carefully by additional skin-clips. These clips ar 
applied readily without anesthesia. This procedut 
which has been adopted only in our last cases, h 
resulted in complete union of the flap edges with 
a week. The time of convalescence has been 
creased remarkably in this fashion. As con\ 
lescence progresses, the posterior flap retracts 
gradually until the suture line, now posterior 
position, is well proximal to the bone end, oc- 
casionally a distance of one or more inches. When 


st yps 


it is recalled that the suture line at the end of th 
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operation is an inch or more distal to the bone 
end, it becomes apparent how extensive is the 
power of the intact hamstring muscles to retract 
the posterior flap. In a short time the femur is 
lodged securely in the patellar fossa, thus assuring 
great stability to the soft parts of the stump. 
There is excellent end-bearing because of the pres- 
ence of the rectus femoris tendon, the elements of 
the prepatellar bursa, and of tough skin over the 
bone end. The patient is able to extend his stump 
powerfully, a requisite in any thigh amputation. 

In my series healing has taken place in four 
weeks on the average. In our last three patients 
in whom the skin edges between the primary 
suture points were approximated secondarily by 
additional clips, healing was complete at the end 
of a week. 

CONCLUSIONS 

Mortality from thigh amputation will be de- 
creased if the technique as outlined be followed 
meticulously. The factors which lower the mor- 
tality rate are: lessened shock from adequate con- 
trol of blood supply and from section of muscles 
only in their tendinous insertions ; diminished inci- 
dence of pneumonia from a lessened period of 
recumbency ; decreased tendency to anaerobic or 
aerobic infection, because there are no structures 
under tension, this being the result of long flaps 
and no suturing ; the serum produced in the wound 
has ready exit; and the lessened incidence of re- 
amputation which in itself carries a considerable 
mortality. Reamputation has not been necessary 
in any of our cases, and should not be because of 


the adequacy of long anterior and posterior flaps. 
Thus far fourteen amputations have been per- 


formed according to this method. The majority 
of these patients were over sev enty years of age. 
One has died, a mortality of about 7 per cent. 
This man was eighty-four years of age, and died 
eleven days after his operation from a coincidental 
pneumonia. His amputation wound was fairly 
clean and had united partially. His amputation 
was the second in our series. At the time his oper- 
ation was performed, we did not know that we 
could get our patients up practically immediately. 
It is possible that his pneumonia could have been 
averted by getting him into a wheelchair on his 
second postoperative day, the procedure we have 
adopted in all later cases. Thirteen out of these 
fourteen cases were amputated for arteriosclerotic 
or diabetic gangrene. One patient was amputated 
for intractable compound fracture near the knee. 


The mortality statistics of thigh amputation 
vary widely. Much depends on the condition of 
the patients. The best of the larger series show a 
death rate of 15 per cent, while the series in the 
city hospitals and relief homes show much higher 
figures. Prior to the development of our oper- 
ation, the mort tality of thigh amputations on our 
service in the San Francisco Hospital exceeded 
OU per cent. 

150 Sutter Street. 

DISCUSSION 
Hvucu Jones, M.D. (201 Medical Office Building, Los 
Angeles ).—Doctor Callander’s operation promises to be a 
valuable advance in the surgical care of gangrenous lower 


PARS CARDIA OF STOMACH 


—ABOWITZ 


extremities. I am of the opinion that an extended series of 
cases will bear out the soundness of the anatomical reasons 
for this type of operation, first in regard to the circulation 
of flaps and also in the severing of muscles at their in- 
sertions rather than through fleshy bellies. There is a dis- 
tinct advantage in gaining a longer stump, as well as an 
end-bearing stump. The avoidance of open paths for spread 
of anaerobic infection is another point worthy of emphasis. 

This makes us realize that our knowledge of surgical 
anatomy is certainly incomplete, and that we should ever 
be critical in accepting without question our heritage of the 
classical operations. 


Ng 


E. W. Creary, M. D. (490 Post Street ,San Francisco). 
Doctor Callander is to be congratulated upon developing 
this method of lower thigh amputation. An end-bearing 
stump is a very great advantage. For this reason the Gritti- 
Stokes amputation has been effective. The Gritti-Stokes 
technique is, however, sufficiently elaborate to carry with 
it relatively large limitations as to selection of suitable 
cases and, notwithstanding careful selection, a too high per- 
centage of imperfect healings. Doctor Callander’s oper- 
ation commends itself because of simplicity and consequent 
wider range of applicability. His technique is about as 
near atraumatic as an amputation of the thigh could possi- 
bly be. Muscles are not cut, a large weight-bearing sur- 
face is preserved, the uncertainty contingent upon bony 
union of the retained patella has been cleverly avoided, and 
the use of ligatures and sutures has been brought to an 
irreducible minimum. 

This amputation is, I believe, a significant improvement 
over all previously devised low-thigh amputations. 


PATHOLOGIC FINDINGS AT THE PARS CARDIA 
OF THE STOMACH * 
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HIS presentation aims to call attention to 

pathologic conditions in the pars cardia of the 
stomach and the relatively frequent changes occur- 
ring in the organs and structures adjacent to it. 
These changes, as observed fluoroscopically or 
radiographically, often give the first clue to patho- 
logic conditions at the pars cardia, and may be 
of great aid in establishing a diagnosis. 


CHANGES IN ADJACENT STRUCTURES 


The Diaphragm.—Changes in position and ex- 
cursion of the diaphragm often indicate pathology 
either above or below the diaphragm. 

Cardiac End of the Esophagus.—The cardiac 
end of the esophagus, during deglutition, tapers 
down at the introitus of the stomach, and opens 
and closes intermittently, although a true sphincter 
does not exist there. When pathology is present 
this sphincteric action may be lost, and the cardiac 
end of the esophagus may be either gaping or con- 
tracted, depending on the nature of the lesion. 
The conical shape may become distorted and its 
lumen eccentrically displaced. These changes may 
be observed fluoroscopically with the aid of a 
barium mixture. Occasionally, when pathology is 
present, a speck of barium may be present at the 
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cardiac end long after the barium meal has been 
ingested. 

The Gas Bubble (Magenblase).—There is al- 
most always present a small amount of gas in the 
stomach. When the patient is in the upright posi- 
tion, the gas bubble rises to the pars cardia. In 
this position it is pear-shaped, point down. When 
the distal end of the gas bubble, on a fasting 
stomach or six hours after a barium meal, is re- 
placed by a fluid level more than half an inch in 
width, it is an indication of gastric hypersecre- 
tion, or hyperacidity. This hypersecretion may be 
due to either reflex or local irritation. 

A large gas bubble often indicates erophagia. 
Distortion of the shape or outline of the gas 
bubble may be produced by a new growth, ex- 
trinsic or intrinsic, of the pars cardia. A large 
gas bubble, by raising the left diaphragm, may pro- 
duce cardiac symptoms. In diaphragmatic hernia 
the gas bubble is usually absent at the pars cardia. 


Occasionally the pars cardia, especially its lesser 
curvature, is displaced laterally by an enlarged 


left lobe of the liver, while a distended splenic 
flexure displaces the greater curvature mesially. 


PATHOLOGIC CONDITIONS FOUND IN THE 
PARS CARDIA 


Carcinoma of the Pars Cardia.—In carcinoma 
of the pars cardia we invariably find the left dia- 
phragm elevated, and its excursions decreased or 
absent. The gas bubble is distorted and encroached 
upon by a tumor mass, either on its left or right 
side, depending on whether the carcinoma is situ- 
ated on the lesser or greater curvature. When the 
carcinoma invades the anterior or posterior wall, 
the tumor may be visualized through the gas 
bubble. As a rule, in carcinoma of the stomach 
there is hyposecretion, and no fluid level is present 
at the tip of the gas bubble. Normally, peristalsis 
is not well marked at the pars cardia; when carci- 
noma is present, peristalsis is entirely absent. 
Normally, the ingested barium mixture runs down 
the lesser curvature in a narrow stream; with 
carcinoma of the pars cardia this stream is de- 
viated to the left, or divided into several irregular 
branches. A speck of barium often remains for 
a considerable time at the cardiac end of the 
esophagus. The filling defect in the stomach is 
best observed in the horizontal posture, when the 
pars cardia is completely filled with barium mix- 
ture. Carcinoma of the pars cardia of the stomach 
often invades the cardiac end the esophagus, 
and vice versa when there is carcinoma of the 
cardiac end of the esophagus. A note of warning 
may here be sounded that the splenic flexure, 
when situated behind the pars cardia and when 
filled with intestinal contents, or distended with 
gas, produces a transitory filling defect in the 
barium-filled stomach simulating the filling defect 
of a carcinoma. The same is true when a large 
spleen is present. A reéxamination at a later date 
usually clears the question. 

Diaphragmatic Hernia.—I shall not elaborate 
on this subject which became so popular of late 
through the lay press. I shall mention only a few 
points which may be of interest to the profession. 
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In our routine gastro-intestinal examination of 
1,100 patients, we have found diaphragmatic 
hernia in two per cent of the cases. Most of th 
herniae found are of the esophageal type; that is 
the hernia enters the thoracic cavity through t! 
esophageal hiatus in the diaphragm. A Sasior, 
of either a recent or an old injury was elicited 
from practically all of our patients, although th 
patients did not attribute their gastro-intestinal 
symptoms to that injury. Occasionally the isth- 
mus connecting the hernia with the body of t! 
stomach becomes ulcerated and bleeds, probably 
produced by the constriction of a small hernia! 
opening. Three of our patients were so anemi 
that transfusions were indicated. In one of the 
a penetrating gastric ulcer was found at the isth- 
mus of the hernia. Presuming that the smal 
opening in the diaphragm produced the ulcer, a 
operation was performed to widen it, with subse- 
quent marked improvement in the patient's con- 
dition. All the cases were discovered during 
fluoroscopic examination. 

To demonstrate the hernia on the film we found 
a modified knee-chest position most satisfactory 
Manual pressure on the barium-filled stomach on 
deep inspiration best demonstrates the condition. 
Occasionally, the horizontal position shows it 
better than the vertical. Three of our cases were 
recognized incidentally by observing the gas bubble 
behind the heart shadow. Two cases were (lis- 
covered on genito-urinary films; the third, fluoro- 
scopically, while administering a barium enema 
I believe the visualization of the gas bubble behind 
the heart shadow is a valuable and unmistakable 
roentgenologic sign of a diaphragmatic hernia. 
To my knowledge, this observation has never been 
described before. 

A Pouch at the Pars Cardia.—Not infrequently 
a pouch is present at the pars cardia on the lesser 
curvature below the esophageal hiatus. It is best 
visualized fluoroscopically in the right-oblique 
vertical position, when the stomach is only partly 
filled with the barium mixture. Then two fluid 
levels are seen: one in the pouch and one in the 
lower end of the stomach. This condition is vari- 
ously described in medical literature as a“ 
stomach,” a “shelving portion” of the stomach, 
or “cup and spill” deformity. The clinical signifi- 
cance of it is that it occasionally becomes inflame: 
or ulcerated; then the symptoms are the same as 
those of a gastric ulcer. The subjective symptoms 
are often a feeling of heaviness in the epigastric 
region after meals, probably due to the stasis 0! 
food in the pouch. One patient complains that 
she is awakened from her sleep by a drumming 
sound in the epigastric region. This sound is syn 
chronous with the pulse and is produced by th 
heart apex beating against a gas-distended pouc! 

Erophagia. oie rophagia is not an uncommo! 
condition. It is often observed fluoroscopicall\ 
Occasionally it produces pressure on the hear 
from below. Recently one of our patients, a high! 
neurotic woman, suffered from periodic attack- 
of vomiting. Fluoroscopically, we noticed that she 
subconsciously swallowed so much air that ther: 
was very little room left in the stomach for food 
and eructation of the gas produced vomiting. 


cascacd 
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IN CONCLUSION 


In conclusion, may I say that, although the pars 
cardia is considered the silent area of the stomach, 
and only about five per cent of pathology occurs 
there as compared with the rest of the stomach, 
nevertheless this presentation indicates that the 
extra effort of a thorough and careful examina- 
tion of this region is often well compensated. 

Cedars of Lebanon Hospital. 


DISCUSSION 


Louie Fexcer, M.D. (1930 Wilshire Boulevard, Los 
\ngeles ).—Lesions of the pars cardia of the stomach are 
responsible for many obscure and atypical symptoms refer- 
able to the lower part of the thorax and the upper part of 
the abdomen. The pars cardia is a relatively silent area, 
and there are no symptoms which are diagnostic of pa- 
thology in this location. 


In diaphragmatic hernia the symptoms are due to im- 
pairment of respiration and circulation, or to disturbed 
junction of the herniated abdominal organs. The increase 
in the recognition of diaphragmatic hernia is entirely due 
to marked advances in roentgenologic study. A survey of 
these cases shows that the diagnosis is rarely suspected by 
the clinician, these cases being diagnosed as gall-bladder 
disease, peptic ulcer, carcinoma of the stomach, intestinal 
obstruction, and heart disease. Three cases were hospital- 
ized with hemoglobins of 15, 17, and 19 per cent, respec- 
tively, and regarded as hopeless carcinomas of the stomach. 
However, x-rays revealed diaphragmatic herniae with 
large ulcers in the herniated portion of the stomach. 

It has been recommended that diaphragmatic herniae be 
looked for when the findings at surgery do not seem suff- 
cient for intra-abdominal complaints. Many operations 
upon the gall-bladder, stomach, and appendix have been 
performed because of unrecognized diaphragmatic herniae. 


« 


H. H. Lissner, M.D. (1908 Wilshire Boulevard, Los 
Angeles).—The numerous diagnostic points brought out 
by Doctor Abowitz in his article open up a new field of 
thought not only from the standpoint of x-ray diagnosis, 
but also because they merit serious consideration from the 
clinician as an aid in clearing up certain problems which, 
under the older methods, have remained obscure. 

It has been the custom of the clinician to refer his pa- 
tients to the roentgenologist for certain studies and to ac- 
cept the latter’s report as prima facie evidence, for or 
against a given condition, without checking over the pic- 
tures together or correlating the x-ray with the clinical 
findings. Usually if the x-ray does not agree with the 
clinical diagnosis, it is the latter which is discarded and the 
iormer is accepted irrespective of the clinical evidence in 
its favor. The fixing of the mind upon a definite organ to 
be studied, and the centering of thought upon a certain part 
of that organ, and not considering it as a whole, have caused 
many errors to creep in between the x-ray findings and 
the clinical diagnosis of a disease. This error is best 
exemplified in the study of the stomach. If the internist 
asks for a gastro-intestinal series, the pylorus of the stom- 
ach is the part usually studied and we are shown a series 
of photographs taken at various time intervals represent- 
ing the function of the pylorus. If these photographs are 
reported as being negative, the internist begins to look 
about for another peg upon which to hang his clinical diag- 
nosis. However, by looking at the organ as a whole we 
have been able to develop a relationship between the roent- 
genological and the clinical aspect of the patient’s dis- 
comfort, which is just as essential to the patient’s welfare 
as is good teamwork between the surgeon and his trained 
assistant. The studies of the cardiac end of the esophagus, 
and of the pars cardia, under this scheme of codperation 
have resulted in picking up several cases of carcinoma of 
the stomach in this region which had been overlooked in 
a number of previous x-ray studies. The diagnostic points 
outlined by the author are invaluable aids to a better read- 
ing of the x-ray studies of the stomach, and should bring 
to the fore the fact that stomach symptoms are caused by 
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lesions in this organ in its so-called “silent area,” even 
though the esophagus or the pylorus are not primarily 
involved. 

Another very important point brought out by Doctor 
Abowitz is the presence of an air bubble or shadow behind 
the heart in diaphragmatic hernia. If the hernia is large, 
the usual distortion of the magen blase is seen to the left 
of the heart shadow; but in some instances where the 
hernia is small the shadow generally will cause a lighting 
up of the usual cardiac silhouette. Here again I wish to 
emphasize that the fixing of the mind focus upon the heart 
itself and the elimination of the rest of the chest content 
from the mental picture. 

Cases of diaphragmatic hernia have been suspected upon 
attempting to explain this shadow, and upon further barium 
studies have been proved to be hernia. The cardiac symp- 
toms produced by this lesion vary with the patient and 
the size of the hernia. Dyspnea, after a big meal, is an out- 
standing symptom, and is dependent upon the size of the 
hernia and the amount of cardiac displacement. Precordial 
pain is not a prominent symptom. 

The pouch of the pars cardia is a very interesting con- 
dition and one that at times is the cause of great concern 
to the patient, because of the drumming sound which fre- 
quently accompanies it. As might be suspected, the sound 
varies from that of a drumming character to a more musi- 
cal or kettle-drum sound, or even at times has a bell tone. 
It can be controlled by changing the position of the patient 
from the left to the right side. 

The diagnostic data brought out in Doctor Abowitz’s 
paper will, I hope, stimulate a closer liaison between the 
roentgenologist and the clinician, and will open our eyes to 
the rest of the x-ray pictures, besides the study of the 
particular organ for which it was taken. 


2 


Doctor Asow!Tz (Closing).—Since the presentation of 
the above paper, I have observed the following case: 

In examining a chest film, I noticed a somewhat opaque 
spherical shadow in the region of the heart, measuring 
about three inches in diameter. Several diagnostic possi- 
bilities presented themselves: (1) aneurysm of the thoracic 
aorta; (2) a mediastinal new growth; (3) a mediasti- 
nal abscess; (4) diaphragmatic hernia; or (5) a dilated 
esophagus. The clinical signs and symptoms offered no 
help in diagnosis. The fluoroscopic examination in the left 
oblique vertical position showed the left border of the 
spherical shadow protruding beyond the left side of the 
heart, and not pulsating. The fluoroscopic observation after 
the administration of a barium mixture revealed a dia- 
phragmatic hernia with the pars cardia of the stomach 
above the diaphragm. The walls of the herniated pro- 
trusion were thickened and adherent in the posterior medi- 
astinum. The esophagus, which was normal in shape, 
stopped short just above the diaphragm. 


TREATMENT OF EXOPHTHALMIC GOITER* 
By H. Ross Macer, M.D. 


Los Angeles 


Discussion by John C. Ruddock, MI. 1D., Los Angeles; 
d {. BR. Cooke, M. DD... Los 4 Ingeles. 


OR the control of exophthalmic goiter we have 

two therapeutic weapons of proved value: 
(1) the administration of iodin, and (2) resection 
of the thyroid gland. Partial destruction of the 
thyroid gland by roentgen rays has also been 
found to be of some value, although its beneficial 
results often prove to be only temporary. J. H. 
Means and his associates *** at the Massachusetts 
General Hospital have reported favorable results 
in a considerable number of cases in which pa- 
tients were treated by roentgen rays. 


* Read before Santa Monica 
County Medical Society, Santa 
9, 1935. 


Branch of Los 
Monica, California, 


Angeles 
April 
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The popularization, since 1922, of preoperative 
treatment with iodin has resulted in a reduction 
of the surgical mortality to less than one per cent. 
Physician and patient no longer regard thyroid- 
ectomy as a dangerous operation, to be undertaken 
only when conservative measures, such as roent- 
gen treatments, have failed. The evaluation of 
any method of treating exophthalmic goiter is 
possible only if one is careful to keep in mind 
that the natural course of the disease, when un- 
treated, is characterized by exacerbations and re- 
missions, and there is a tendency for it to cease 
spontaneously after a course varying in length 
from a few months to more than twenty years. 


ETIOLOGY 


Although the primary cause of exophthalmic 
goiter is not known, the available evidence indi- 
cates an abnormal, intensive stimulation, from 
some unknown source, of the entire thyroid gland. 
This stimulation results in diffuse hypertrophy of 
the thyroid epithelium. In practically all cases, 
excessive quantities of thyroxin are produced and 
are delivered to the tissues. With this intensive 
stimulation of the thyroid gland, the normal sup- 
ply of iodin may prove inadequate for its require- 
ments, so that at least a part of the secretion pro- 
duced and delivered to the tissues may be ab- 
normal in quality, and possibly be an imperfect 
os of thyroxin. This hypothesis, developed by 

. H. Mayo and H. S. Plummer, affords the most 
ee uctory explanation of the clinical phenomena 
of exophthalmic goiter, and of the effect of iodin 
in this disease. 


CHARACTERISTIC FEATURES OF 


GOITER 


EXOPHTHALMIC 


The chief and characteristic features of exoph- 
thalmic goiter, which distinguish it from adenoma- 
tous goiter with hyperthyroidism, are the peculiar 
nervousness and irritability suggestive of cerebral 


intoxication, the useless purposeful movements, 
the exophthalmos, stare, and other ocular signs, 
and the gastro-intestinal crises with vomiting ‘and 
diarrhea. It is probable that all of these character- 
istic phenomena of exophthalmic goiter are at- 
tributable to an abnormal thyroid secretion, as 
they cannot be regarded as due to pure hyper- 
thyroidism. The degree of intensity of these 
symptoms is not proportional to the degree of 
elevation of the basal metabolic rate. Progressive 
exophthalmos may occur when the basal metabolic 
rate is zero, or is as low as minus 20 per cent. 
A patient presenting marked evidence of cerebral 
intoxication, with a basal metabolic rate of plus 
20 per cent, may be precipitated into a severe crisis 
by an infection or by an operation. On the con- 
trary, a patient with a basal metabolic rate of plus 
90 per cent may show little or no evidence of 
cerebral intoxication, and may undergo thyroid- 
ectomy with practically no risk of a postoperative 
crisis. 

Although accurate statistics are not available, 
it has been observed that the characteristic fea- 
tures of exophthalmic goiter are more pronounced 
in the Mississippi Valley basin and Great Lakes 
region, where the iodin content of soil, water, and 
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food is less than in the coastal regions. The 
gastro-intestinal crisis is seen much oftener in 
the Northwest than in New England. This and 
other observations led H. S. Plummer, in 1922, to 
administer compound solution of iodin (Lugol's 
solution) toa series of patients with exophthalmi 
goiter. The beneficial results were so striking that 
iodin is now used routinely in the treatment of 
the disease. As had been anticipated from theo- 
retical considerations, the administration of iodin 
was found to relieve all the characteristic symp- 
toms of exophthalmic goiter which differentiat: 
it from adenomatous goiter with hyperthyroidism. 
Patients in crisis stopped vomiting within a few 
hours, often after the first dose of iodin. Exoph- 
thalmos was arrested. The characteristic psychic 
status was abolished, and the useless purposeful 
movements ceased. The degree of clinical im 
provement was found to depend on the relative 
predominance of symptoms referable to the ab- 
normal thyroid agent. The beneficial results in 
cases in which patients had a high degree of cere- 
bral intoxication or were in a gastro-intestinal 
crisis were the most striking. In this group there 
was usually a proportionately large drop in the 
basal metabolic rate. With patients who had ex- 
ophthalmic goiter of long standing and a basal 
metabolic rate often of greater than plus 75 per 
cent, but who had little evidence of the character- 
istic cerebral intoxication of the disease, improve- 
ment on administration of iodin was much less 
marked. Often only a very slight drop, or no drop 
at all, in the basal metabolic rate occurred. It is 
probable that in this group of cases the thyroid 
gland had been accustomed, ever a period of years, 
to utilize small quantities of iodin and yet pro- 
duce a relatively high proportion of normal thy- 
roxin. Such cases may perhaps be said to be 
“jodin-fast,” or resistant to iodin. The probable 
explanation is that the iodin supply of the thyroid 
gland had been sufficient for its needs, and an 
additional supply was not utilized. 


atients with exophthalmic goiter who have 
been given iodin for some time may later have 
an increase in the basal metabolic rate and some 
intensification of symptoms. This should be inter- 
preted as an exacerbation consistent with the natu- 
ral course of the disease and not as one due to 
the administration of iodin. Such an exacerbation 
is almost always more intense if the administra- 
tion of iodin is discontinued. 


PREOPERATIVE TREATMENT WITH IODIN 


Preoperative treatment with iodin has now be 
come standard in all surgical clinics, although the 
form of administration and the dosage still vary 
to some extent. As little as one minim of Lugol's 
solution daily may be sufficient in some cases to 
produce the maximal improvement possible. In 
most cases it seems advisable to give 10 minims 
of Lugol’s solution three times daily, and in 
few cases larger doses will produce more benefit 
For patients in crisis it is necessary to give 50 to 
100 minims of Lugol's solution daily for the first 
few days. 

The maximal drop in the basal metabolic rat« 
most often occurs about the seventh to the tenth 
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day after the administration of iodin is begun. In 
some cases the maximal drop may occur about the 
end of the second week, and occasionally even 
later. 

In a few cases the administration of iodin re- 
sults in a complete remission, with control of all 
the symptoms and a return of the basal metabolic 

rate to normal. Discontinuance of iodin in such 
cases is usually followed by a return of the symp- 
toms within two weeks. If administration of iodin 
is continued, the remission occasionally remains 
complete. After a variable period of time it may 
even be possible to discontinue the administration 
of iodin without recurrence of symptoms. This 
program entails a long period of observation in 
order to be certain of continuous and complete 
control of the disease, and in most cases it is not 
a practicable one. Moreover, after a period of 
weeks and months of complete control with iodin, 
an exacerbation may occur which is not fully con- 
trollable by iodin alone, and thyroidectomy may 
become necessary. The safest and most economi- 
cal program is, therefore, to carry out partial 
thyroidectomy in these cases, even though the 
administration of iodin has resulted in complete 
remission. 

PARTIAL THYROIDECTOMY 


-artial thyroidectomy may safely be performed 
in milder cases after seven to ten days of pre- 
operative treatment with iodin. In more severe 
cases it is best to delay operation for three or 
four weeks, or even longer, to allow the patient 
to recuperate. Especially is this necessary when 
there has been a marked loss of strength and 
weight or a recent acute infection. Most patients 
may be allowed to be ambulatory while they are 
being prepared for thyroidectomy. Patients who 
are ‘extremely weak, those in crisis, and those 
who have a complicating acute infection, cardiac 
decompensation, or other visceral degenerative 
changes, must be kept in bed during the first part 
of the preoperative treatment. However, it is very 
important that they be up and about for at least 
a few days prior to operation in order to allow 
them to regain their strength. Patients who are 
too weak to walk about the room are not yet ready 
for operation. 

CONGESTIVE HEART FAILURE 


Patients with congestive heart failure will often 
rid themselves of as much as ten to twenty pounds 
(4.5 to 9 kilograms) of edema fluid on a simple 
program of rest in bed and Lugol’s solution. For 
others it is necessary to use one of the intravenous 
diuretics, such as salyrgan. By restricting the in- 
take of fluid to from 1,000 to 1,500 cubic centi- 
meters daily, with oral administration of six grams 
of ammonium nitrate daily and one to two cubic 
centimeters of salyrgan intravenously every three 
or four days, patients with an extreme degree of 
anascara usually become fluid-free within two 
weeks. Digitalis in moderate doses is occasionally 
used to reéstablish cardiac compensation. How- 
ever, patients with hyperthyroidism seem to be 
especially susceptible to the toxic effects of digi- 
talis. The drug should be used more cautiously 
and in smaller doses than in cardiac decompensa; 
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tion due to other causes. It is also important to 
discontinue the administration of digitalis a few 
days prior to thyroidectomy. Auricular fibrilla- 
tion often is replaced by a normal sinus rhythm 
as cardiac compensation is reéstablished. How- 
ever, persistence of auricular fibrillation does not 
per se add a great deal to the risk of operation. 

It is very important to have patients with ex- 
ophthalmic goiter follow a diet high in calories. 
As much as 5,000 calories daily may be required 
to check the loss of weight due to the greatly in- 
creased total metabolism. Even in the presence 
of diabetes mellitus, it is necessary to give a diet 
high in calories with enough insulin to control the 
blood sugar. 

THYROID RESECTION 


Thyroid resection was at first usually 
to excision of the larger lobe, leaving the second 
lobe to be resected later if it enlarged subse- 
quently. Standard thyroidectomy now consists of 
resection of both lateral lobes with removal of the 
isthmus of the gland. Preservation of the pos- 
terior part of each lobe, comprising a sixth to a 
half of the gland, insures sufficient secreting thy- 
roid tissue to prevent postoperative myxedema. 
Persistence or recurrence of the symptoms of 
exophthalmic goiter is much less frequent since 
the introduction of this type of bilateral resection. 
Since, also, the introduction of preoperative treat- 
ment with iodin, patients come to operation in a 
much better condition to withstand thyroidectomy. 
The surgeon, therefore, feels able to do a more 
complete resection than would have been possible 
when even a slight prolongation of the operative 
procedure was likely to cause the death of the 
patient. 


limited 


Prolonged inhalation anesthesia is very harmful 
to the patient with hyperthyroidism. Local an- 
esthesia, using procain hydrochlorid, supplemented 
by nitrous oxid and oxygen, is the most satisfac- 
tory method. Sodium amytal or avertin anesthesia 
does not allow the surgeon to test the function of 
the vocal cords by having the patient speak or 
cough. 


TECHNICAL ERRORS 


The most frequent technical errors which the 
operator seeks to avoid are injury to the recurrent 
laryngeal nerve and postoperative hemorrhage. If 
hemostasis is difficult, this may often be achieved 
by ligation of one or both inferior thyroid arteries 
at a point proximal to their entrance to the gland. 
Occasionally, the wound must be packed and left 
open. Injury to the nerve is best avoided, accord- 
ing to Pemberton, by preserving the posterior, 
mesial portion of each lateral lobe and avoiding 
exposure of the lateral wall of the trachea. If the 
voice shows that the nerve has been injured, the 
immediate removal of a constricting suture will 
be followed by a return of normal function in six 
to ten weeks. 


MULTIPLE STAGE OPERATIONS 


Prior to the advent of preoperative treatment 


with iodin, the fear of a severe postoperative 
hyperthyroid crisis often led to the employment 


of the multiple stage operations. Ligation of one 
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or more of the chief thyroid vessels was often 
done in the hope of reducing the vascularity of 
the gland, thus causing it partially to atrophy. 
After one or more ligations, the patient was often 
able to undergo subtotal thyroid resection with 
much less risk of postoperative crisis than if pri- 
mary thyroidectomy had been done. Similarly, 
lobectomy—the resection of one lobe only, which 
involved but half the surgical trauma and half the 
chances of technical error as compared with re- 
section of both lobes—was found to be followed 
by such a marked improvement in the condition 
of the patient that a second lobectomy could be 
done a few weeks later with much greater safety. 

Since preoperative treatment with iodin, the 
need for multiple operations has greatly de- 
creased. Ligation is seldom employed, as it rarely 
produces any more improvement in the patient's 
condition than could be produced by the. adminis- 
tration of iodin. In the small group of cases in 
which the condition is of several years’ duration, 
and the thyroid gland is large and hard and the 
basal metabolic rate is high, removal of one lobe 
at a time involves much less danger than removal 
of both lobes at once. 


POSTOPERATIVE COMPLICATIONS 


One of the most frequent postoperative compli- 
cations is respiré itory obstruction, due to injury of 
the recurrent nerve, tracheal pressure, or exces- 
sive tracheal mucus. Respiratory obstruction may 
lead to pulmonary edema, anoxemia, cyanosis, and 
bronchial pneumonia. Oxygen is of very great 
value for these complications, and its use should 
be begun as early as possible. It is advisable to 
maintain a concentration of 50 per cent oxygen 
in the tent or oxygen chamber. Acute hyperthy- 
roid reactions are very uncommon since the ad- 
vent of preoperative treatment with iodin. It is 
essential to continue the administration of iodin 
during the postoperative period. Small doses of 
iodin should also be given, at least periodically, 
for at least one year after thyroidectomy. This 
program will in many cases prevent recurrence 
of exophthalmic goiter. 


IN CONCLUSION 


While the majority of patients are completely 
and permanently relieved by iodin followed by 


partial thyroidectomy, a definite though small 
number will have recurrence of the syndrome 
later. Although this is more common when suffi- 
cient thyroid tissue has not been removed, recur- 
rences may result even when a very small amount 
of thyroid tissue is preserved. It seems probable 
that such recurrences take place in a group of 
cases in which thyroid stimulation has been more 
intense and prolonged than in the average case. 
Recurrences are usually mild and controllable by 
iodin alone. If the thyroid remnant subsequently 
enlarges, the svmptoms are less likely to be con- 
trolled by iodin alone, and further resection of the 
gland must be carried out. 

1051 Westwood Boulevard. 
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DISCUSSION 

Joun C. Ruppock, M. D. (1930 Wilshire Boulevard, L 
Angeles ).—Doctor Magee’s paper presents very clearly 
and forcibly the problem of the hyperthyroid patient 
Doctor Magee brings out the complex picture of the dis- 
turbed physiology, namely, the utilization of iodin, the pro 
duction of thyroxin and the storing up of colloid materia! 
The proper functioning of the gland is intimately associ- 
ated with all three of these factors, as each one bears 
direct relationship with the other. The physiology is dis- 
turbed from some cause and, naturally, all manifestations 
which present themselves are the result of a disturbed func- 
tion of the gland. 

Because of knowledge gained, experimentally and clini 
cally, of the function and physiology of the thyroid gland, 
we are able to restore a dysfunction to normal function, by 
evaluating the disturbing elements causing the changes in 
metabolism. This is done by increasing utilizable iodin, 
thereby increasing colloid and decreasing circulating thy- 
roxin; or, vice versa, increasing circulating thyroxin, 
which results in decreasing colloid and utilizable iodin 
There are many gradations, however, between these two 
simple extremes, and the problem may be very complex. 

The influence of the thyroid is far-reaching, and _ its 
effect on the human organism is such that stabilization 1s 
essential, if any radical procedure is contemplated. 

Experience has shown clearly that medical management 
of the hyperthyroid state is not sufficient to maintain a 
normal status, and again surgery is not the answer. How- 
ever, surgery offers more at the present time than any 
other type of therapy. The weak link in the surgical treat 
ment is that the surgeon must make a judgment at the time 
of operation as to the amount of tissue to be removed, in 
order that the physiologic function of the gland will h« 
returned to normal. It is indeed a lucky man who removes 
exactly the right amount of tissue in every case. 

I would take issue with Doctor Magee as regards digi 
talis therapy in cases of hyperthyroidism. Digitalis should 
not be used except for cardiac decompensation, and then 
should be given exactly and in the same amount as would 
be given any other decompensated heart. Tachycardia o1 
auricular fibrillation without decompensation are not indi 
cations for digitalis. Digitalis in moderate dosage will give 
disappointing results in restoring compensation, and should 
be used in dosage sufficient to get full physiologic action 

Doctor Magee has brought out the problem of therapy 
of hyperthyroidism. Shall it be medical? Shall it be surgi 
cal? Shall it be by roentgen ray? Shall it be by various 
combinations of the three? Or shall we admit that there is 
yet much knowledge to be gained, and much experimenta! 
research to be done in order to solve the problem of therap) 
for the hyperthyroid state? 


» 


A. B. Cooke, M. D. (2007 Wilshire Boulevard, Los An 
geles).—The very full discussion Doctor Magee gives to 
the question of iodin in his paper on the treatment of exoph- 
thalmic goiter is perhaps its outstanding feature. Whilk 
certain of the views expressed are controversial, in the 
main he presents the accepted teaching on the subject. 

I believe it is wise always when mentioning iodin as : 
treatment of exophthalmic goiter to use the qualifying tern 
“preparatory.” lest the idea be conveyed that it is a cura 
tive remedy for the malady. Much harm is being done b) 
some physicians in the indiscriminate and prolonged use 0! 
the agent—direct and immediate harm occasionally, but 
more often in its long-continued use for the purpose at 
with the promise of cure. I very rarely see a case of thy 
roid disease of any kind in which this remedy has not bee 
used, and, in the sense referred to, abused. 

The importance of exophthalmos as a diagnostic sym) 
tom is sometimes overemphasized. If present, it is pract: 
cally pathognomonic when associated with other symptoms 
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But we must remember that it occurs in only some 50 or 00 
per cent of cases, and that it may occur entirely independent 
of thyroid disease. 

Too much reliance should not be placed on the value 
of basal metabolism readings. Like other laboratory find- 
ings they are to be interpreted as corroborative and con- 
firmatory aids in reaching a correct diagnosis, and then 
only when taken under proper conditions with an appa- 
ratus known to be accurate and by a technician known to 
be fully competent. 

The statement is made that since the advent of the iodin 
preparatory treatment the surgical mortality has been re- 
duced to less than one per cent. This statement might 
easily prove misleading. Such results are obtained when 
the surgery is done by experienced operators. But the mor- 
tality rate is much higher in the hands of the inexperienced. 
Here 10 per cent would probably be a more correct figure. 

Doctor Magee’s address is a good presentation of the 
management of exophthalmic goiter, embodying the best 
that is known on the subject at the present time. 


ATHLETIC INJ URIES* 


By Packarp TuHurser, M.D. 
Los Angeles 
Discussion by Harold H. Hitchcock. 


George O. Berg, M.D., Los 
Palo Alto. 


(eee speaking, athletic injuries differ 
little from injuries caused by other means. 
However, there are certain conditions that are at 
least common, if not peculiar, to athletic endeavor, 
and therefore the prevention and treatment of 
these injuries cause us to digress from the usual 
methods of treatment in certain instances. 


M.D.., 
Angeles; E. F. 


Oakland; 
Roth, M.D.., 


STAFF ORGANIZATION 

Not so many years ago, most injuries, at least 
on the field of competition, were given first aid 
by “trainers” or “rubbers,” but I believe that at 
present practically all of the universities maintain 
a well-organized medical department, with a regu- 
larly licensed physician in charge. At the Univer- 
sity of Southern California the Athletic Medical 
Department adjoins the Varsity dressing rooms, 
and is comprised of minor surgery, x-ray, hydro- 
therapy, massage, and examination rooms. The 
personnel consists of the medical director, two as- 
sistant surgeons, dentists, masseurs, and historian. 

All of the above are on active service during 
the athletic year and, in addition, we have a con- 
sulting staff of representative men in their re- 
spective specialties. 


EXAMINATIONS OF CANDIDATES 


At the beginning of the athletic season a com- 
plete physical examination is given all candidates, 
including complete dental x-rays and mouth charts. 
Helmets, shoulder-pads, hip-pads, shoes, and other 
equipment are checked to forestall avoidable in- 
juries. Team members are then advised that, while 
the University does not assume responsibility for 
injuries resulting from athletic competition, they 
offer the services of their medical department ; 
hut if the athlete so desires he has the privilege 
of securing other medical attention at his own 
expense. In any event, an injured athlete must 
he examined and passed as fit for further com- 


Industrial Medicine and Surgery Sec- 
Medical Association at the sixty- 
Yosemite National Park, May 15-16, 


Read before the 
tion of the California 
fourth annual session, 
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petition by the University medical staff. All 
minors are instructed to obtain operative permits 
from their parents or guardian, and these are filed 
for use in case of emergency. 

The director of athletics sends a program of 
events to the medical director’s office each Mon- 
day morning and arrangements are then made for 
one of the staff doctors to be in attendance at all 
contests wherein the University is host. Conse- 
quently, injured athletes are extended immediate 


treatment by a registered, licensed physician. 


FITNESS TO ENGAGE IN SPORTS 

In our organization the medical director deter- 
mines the fitness of an athlete to continue com- 
petition, and we are, therefore, confronted at times 
with rather serious responsibility because many 
of the athletes are minors, and during the most 
athletic contests we are restricted to two or three 
minutes to diagnose, treat and decide whether or 
not the patient shall be withdrawn from the con- 
test. We are aided, however, in this respect by 
the fact that we are familiar with the physical 
condition, reactions, temperament and_peculiari- 
ties of the individuals, since they are under our 
direct observation practically every day during 
each athletic season. Furthermore, at times we 
use a few fundamental rapid tests on the field, 
such as the Rhomberg, eye-reflexes, et cetera, in 
concussion cases, and determine their mental equi- 
librium by asking questions pertinent to the par- 
ticular athletic endeavor in which they are engaged 
at the time of injury. 

It is somewhat superfluous to remind you that 
the members of these athletic teams are all anxious 
to reach the top and remain there; and while we 
dislike to disqualify them, nevertheless we recom- 
mend substitution where an injury creates a spe- 
cial hazard. We believe it fair to assume that the 
athletes and their parents are aware of the possi- 
bility of injury under ordinary circumstances, but 
where a condition materially increases the hi ward 
we acquaint the parent with our findings and abide 
by their decision. In rare cases, of course, where 
the issue is clear the medical director recommends 
absolute retirement. 

A few words concerning another phase of the 
subject, wherein it differs from private practice, 
may be said in connection with the importance of 
keeping the athletes in active competition. You all 
know that track, basketball, baseball, football, and 
the other athletic seasons are of relatively short 
duration, and that, in many cases, with special pro- 
tective apparatus and the consent of the parents, 
we permit the player to continue; whereas in pri- 

vate practice we would probably restr ict a patient's 
activity. Necessarily, these special splints that we 
use must be of light weight, small proportion, and 
conform to certain rules and regulations, designed 
to protect the other players from injury. 
TYPES OF INJURIES 

Obviously, our most common injuries are acute 
sprains, such as the acromioclavicular joint (shoul- 
der joint); subacute sprains, following repeated 
strains, such as attachments of pronator teres, 
flexor and extensor groups at the elbow (golf and 
tennis elbow) ; strains of the anterior tibial group 
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attachments (shin splints); severe, deep muscle 
contusion with hemorrhage (Charley horse) ; con- 
tusion with avulsion muscle attachments pelvic 
rim (hip point) ; abrasions (floor burns) ; bursitis, 
tenosynovitis, dislocated finger joints, knee carti- 
lage and ligament injuries, and, early in the season, 
blebs, intertrigo (jock strap itch), dermatomyco- 
sis (athlete’s foot), etc. The less common and 
more severe types are the concussions (brain and 
chest), fractures, major dislocations (shoulder, 
elbow), etc. 
TREATMENT 


With regard to treatment, while there are many 
different types and methods, we feel that funda- 
mentally our most valuable assets are: 


1. Anatomical Relocation of Injured Tissues.— 
In this connection I more particularly refer to 
sprains, torn ligaments, and strains of muscular 
attachment about joints, because in these condi- 
tions the essential pathology consists of a small 
area of effusion at the point of trauma, and the 
pain is due to tension or pressure on this effusion. 
Whether the repair of damage is by first inten- 
tion or becomes a subacute or chronic condition, 
depends upon the treatment instituted. If the 
effusion is absorbed and the torn ends of tissues 
approximated and maintained in their normal posi- 
tion for a sufficient period of time, prompt and 
complete repair will ensue. “Sufficient time” is 
ten days to two weeks, we believe, except in the 
very severe cases. Conversely, if the damaged 
area is subjected to repeated assault by muscular 
effort or other movement, stretching and tearing 
of the newly formed repair tissue take place and 
create a subacute or chronic process by producing 
a small plexus of fibrous tissue which, in turn, 
impedes circulation and, therefore, the complete 
absorption of the effusion. 

2. Heat and Massage.—These are used accord- 
ing to accepted methods. 

3. Supportive Treatment—Under this heading 
are grouped compression bandages, elastic band- 
ages, taping over adhesive, and sponge rubber 
pads, etc., and these assume an important role in 
treatment. The problem of “athlete’s foot” and 
allied skin conditions have been adequately con- 
trolled for the past several years by water-cooled 
quartz lamps and thorough removal of moisture 
between the toes, following the shower. 

A word about knee cartilages: My observations, 
while operating on these joints, lead me to the 
conclusion that forced manipulation of a locked 
knee is seldom justified. In those instances where 
a knee will not unlock within two or three days 
with relaxation, our operative findings usually 
indicate the futility of forced manipulation, in so 
far as any permanent relief is concerned. 

CONCLUSIONS 

Considering the opportunity for physical dam- 
age, we believe that the standard protective equip- 
ment, including special splints and apparatus, is 
satisfactory ; but, of course, all injuries cannot be 
prevented. 

Good physical condition and consummate effort 
tend to forestall injury. For example, many inju- 
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ries in football practice occur in so-called dummy 
scrimmage, where maximum physical effort is not 
exerted. 

It is of prime importance to allow acute inju- 
ries “sufficient time” to heal by primary intention. 

Manipulation of injured members should h« 
avoided until a definite diagnosis has been made 

Athletes with known physical ailments, creating 
a serious extra hazard to injury, should be dis- 
qualified. 

The National Collegiate Athletic Association, 
through its proper committees, has done much i: 
the way of rule changes to eliminate injuries. 

417 South Hill Street. 


DISCUSSION 


Harotp H. Hitcucock, M. D. (1624 Franklin Street, 
Oakland).—The method of handling injuries among ath- 
letes does not vary much in our American colleges, since 
the gate receipts from football has put the average college 
into big business. 


The diagnosis and outline for treatment, as well as the 
decision as to when the man shall return to competition. 
has been taken away from the coach and trainer and put 
into the hands of trained medical men with a corps of 
consulting specialists. It is true that coach and trainer 
still attempt to exert their influence by calling men yellow 
at times who claim to have been injured, or try to bring 
undue influence on the athletic physician to permit an 
excellent player to return to competition before he should. 


It is our feeling that the cheers of the multitudes in the 
bleechers soon die out; that too many athletes are better 
endowed with physique than brains, and if this physique 
is ruined because of permitting them to compete while 
injured in college, that an irreparable damage has been 
done, both to the student and to the sport in which he 
competes. 


In dealing with athletic injuries in our American col- 
leges, most of the patients are between eighteen and 
twenty-four years of age and are excellent physical speci- 
mens. There are certain fairly common congenital and 
developmental conditions which predispose some men to 
back injuries such as prespondylolisthesis and congenital 
anomalies of the low back and juvenile kyphosis with 
Schnorl’s changes. 


We feel that all injuries should have good x-rays when 
there is any chance of bone or joint injury. This practice 
has shown us many fractured carpal scaphoids that would 
have been missed and called sprained wrists, many frac 
tured laminae in the spine, many congenital anomalies of 
the spine, which are a factor in making their backs more 
vulnerable. 


Injuries to the lateral ligaments in the knee that are 
severe enough to permit lateral instability are treated by 
immediate open operation and repair. Knees that fil! 
quickly with fluid after injury are aspirated, as they usu- 
ally contain blood. We do not aspirate if we feel the fluid 
is a simple effusion in the knee. Exercises for the quadri- 
ceps muscles are begun at once. The patient is not per- 
mitted to return to competition until this muscle has 
returned to normal. Injuries to the semilunar cartilage 
and fat pads are common. If a cartilage is injured it is 
removed, otherwise the knee does not return to normal. 
The only place for manipulation in the treatment of knee- 
cartilage injuries is for temporary relief. 

Muscle injuries in track athletes sometimes appea! 
trivial, but result in grave consequences if they are per 
mitted to run. I have seen spiral fractures of the tibia 
and fibula occur from the calf muscle contracting. Michi- 
gan’s two-mile runner had had a sore calf for two weeks 
before competing against California this year. In that 
race the calf contracted, he heard and felt his leg bones 
break, and then fell and pushed the tibia through the skin 
to compound the fracture. 

I have twice seen the humerus broken in throwing a 
ball by a player with a sore arm. 

We feel that all broken necks should be prevented fron 
further athletic competition. 
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In football we find more injuries occur in a poorly 
conditioned, a fatigued or dazed man, or in a team that is 
demoralized and receiving a severe beating. These indi- 
viduals are slowing up, not coordinating, and are apt to 
be injured. 

If college athletics are to continue, especially football, 
those intrusted with the care of injured athletes must have 
the courage to keep any injured man from competition 
until he has completely recovered and is not suffering 
additional risk by virtue of his recent injury. 


a 
ce 


GrorcE O. Bere, M.D. (6253 Hollywood Boulevard, 
Los Angeles).—In athletics we have preventive medicine 
as well as curative. We use all of the known principles 
in both fields, and we augment the first with suitable pro- 
tections for all injuries. 

We deal with men in a remarkable state of health. 
They recover rapidly, and most of them are fired with 
the ambition to compete. Many will hide injuries, and a 
small minority will magnify injuries. We are seeing a 
rapid evolution and change in the methods of diagnosis 
and care of injuries. The old-time “punch drunk” type of 
trainer is being replaced by men of training and sympa- 
thetic outlook. . 

In general, I agree with Doctor Thurber’s comments 
on types and treatment of injury. Let me say that the 
common injury, known as charleyhorse, was studied scien- 
tifically by me at the University of Wisconsin ten years 
ago. By pathologic material from dogs I proved that the 
various stages such an injury goes through are: 

1. Hemorrhage and serous swelling between muscle 
bundles, occurring chiefly close to the bone. 

2. Subperiosteal hemorrhage. 

3. Excavation of necrotic muscle tissue by polymorpho- 
nuclear leukocytes. 

4. The formation of fibrin. 

5. Change of this to the fibroblast. 

6. Metamorphosis of the fibroblast to connective tissue 
cells. 

7. The development of the connective tissue cell as a 
bridge. 

8. The burrowing through an area of scar tissue by 
muscle-buds springing from uninjured muscle tissue with 
burrowing buds loaded with juvenile types of cellular 
nuclei in a manner similar to the function of the osteo- 
blast. 

9. Union of these buds and restoration of tissue, as well 
as function, provided we have not insulted nature by 
reinjury. 

We use all standard methods of physiotherapy in treat- 
ment. 

At this time I desire to warn this group against accept- 
ance of unsupported statements by unscrupulous manu- 
facturers that radiotherapy apparatus will not burn. Such 
a statement is untrue. We have had the misfortune of 
having a severe burn occur while treatment was being 
given under the direction of the demonstrator employed 
by one of these companies. 

I have been successful in getting several cases of dis- 
located semilunar cartilages to heal with a reliable knee- 
joint resulting. This has been possible through immediate 
reduction of the dislocation under anesthesia and immedi- 
ate application of a plaster cast and bed rest for two 
weeks following by appropriate physiotherapy. 

@ 

E. F. Rotu, M.D. (300 Homer Avenue, Palo Alto).— 
I find the set-up for the care of athletic injuries at the 
University of Southern California is much the same, with 
individual variations, as the set-up at Stanford University. 

The public and the profession have been under the im- 
pression that athletic injuries as a whole have been 
handled in a haphazard manner, principally by trainers 
and rubbers. This article, therefore, gives some general 
idea of the facts in connection with athletic injuries as 
handled by most of the large universities on the Coast. 

The treatments used coincide, as a rule, with those of 
any orthopedic surgeon, with the advantage of seeing the 
injuries immediately after their occurrence. Thus we are 
able to apply immediate control measures to hemorrhage 
and secondary trauma to the damaged tissues; and this, 
With the youth and enthusiasm of the patients, helps us to 
complete many rapid recoveries. 
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MORTALITY LESSONS IN A SERIES OF 4,029 
GYNECOLOGIC OPERATIONS*' 


By Haroitp K. Marsuatt, M.D. 
AND 
Rosert H. THompson, M.D. 
Glendale 
Discussion by L. A. Emge, M.D., San Francisco. 


HE value of mortality and morbidity studies 
is incontrovertible. The periodic audit estab- 
lishes standards for comparison. Its advantages 
are many. For the patient, mortalities are reduced. 
For the surgeon, his illusions are disproved, his 
surgical conscience aroused and he is stimulated 


to greater efforts and to the correction of faults. 
Regular, honest auditing of our surgical results 


is a basic cornerstone upon which progress rests. 


CLINICAL MATERIAL REVIEW: PERIOD FROM 
JULY 1, 1928 TO JULY 1, 1934, AT LOS 
ANGELES COUNTY HOSPITAL 

In this paper is presented a review of the deaths 
on the gynecological service of the Los Angeles 
County Hospital, covering a period of six years, 
from July 1, 1928 to July 1, 1934. An anz lytic il 
study of each case has been made with reference 
to preoperativ e status, type of operativ e procedure 
and postoperative course. 

During the six-year period there were 7,812 
patients admitted on the gynecological service, 
with a total of 183 deaths, an incidence of 2.3 
per cent. A total of 3,783 patients were discharged 
without operation, leaving 4,029 (51.6 per cent) 
that underwent some type of primary operative 
procedure. There were 121 deaths in the oper- 
ated group—a gross operative mortality of 3.0 per 
cent. Three thousand five hundred and five, or 87 
per cent, of these were laparotomies; approxi- 
mately 17 per cent of which were so-called “double 
cases,” in which abdominal and vaginal plastic 
work were combined. A total of 524, or 13 per 
cent, were vaginal cases only. There were 2,352 
hysterectomies done, including the three types, 
subtotal, total, and vaginal, which means that the 
uterus was removed in 58.4 per cent of all oper- 
ations performed on the service. The vast ma- 
jority of these were the subtotal type. There were 
83 patients who died following hysterectomy, an 
incidence of 3.5 per cent. 

Anesthesia records were not analyzed for the 
first three years of the period. During these years 
ether was used in the majority of cases, but the 
use of spinal anesthesia was steadily increasing. 
The last three years, spinal anesthesia was used 
in almost twice as many cases as was ether. 


ARRANGEMENT OF THE SIX COUNTY 
SERVICES IN GYNECOLOGY 


HOSPITAL 


There are six separate services in the gyneco- 
logic department, each with its senior and junior 
attending staff members. During the six-year 
period, fifteen attending staff members performed 


* Read before the Obstetrics and Gynecology Section 
of the California Medical Association at the sixty-fourth 
annual session, Yosemite National Park, May 13-16, 1935. 

7 A statistical study of patients at the Los Angeles 
County Hospital (period 1928 to 1934). 

From the Department of Obstetrics and Gynecology, 
University of Southern California School of Medicine. 
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TasBLe 1—General Statistics—Six-Year Period 


Total 
Admis- 
sions 


Total 
Opera- 
tions 


Total 
Deaths 


1928-29 ....... 856 8 516 


1929-30 2 r 36 624 


1930-31 


1931-32 
1932-33 
1933-34 


Totals 


Per cent 


2,954 operations, and ten resident staff members 
operated a total of 1,075 cases, so that twenty-five 
operators are represented here. 

All patients at this hospital are supposed to be 
charity patients. The vast majority of them are 
in poor physical condition on admission. More 
often than not the gynecological condition bring- 
ing them to the hospital is in an advanced stage. 
Anemias and low general resistance are the rule. 
All these factors combine to make the patient a 
below par operative risk. 

MORTALITY CLASSIFICATION 

For the purpose of analysis, we have divided 
the mortalities for the period into: 

1. Malignancies: Twenty-one cases, including 
four carcinoma of the cervix; five carcinoma of 
the fundus; one sarcoma of fundus; and eleven 
carcinoma of ovaries, many with metastases. All 
except one had laparotomies. 

Emergencies: Seven cases, including four 
pelvic abscesses ; two acute intestinal obstructions ; 
and one ruptured gall-bladder cyst. 

3. Electives: Ninety-three cases, including sixty- 
three subtotal, six total, and three vaginal hyster- 
tomies ; seventeen laparotomies other than hyster- 
ectomy ; four vaginal plastic cases. 

STUDY OF PREOPERATIVE STATUS 

TO ELECTIVE GROUP 


CON FINED 


For obvious reasons, in our study of the pre- 
operative status of the fatal cases we concerned 
ourselves only with the latter group, the so-called 
elective cases. In the malignancies and emergen- 
cies, we cannot always control the time or the type 
of operation, but in the elective group we are deal- 
ing with women who are having an operation on 
advice and not as an immediate necessity. The 
woman about to undergo an elective gynecologic 
operation has the right to be safeguarded in every 
way. As Norris! rightly points out, “no oper- 
ation is so trivial that every step to safeguard the 
patient should not be employed, nor is any oper- 
ation entirely free from the danger of a fatal 
termination. Major risks have to be taken, but 
every effort should be made to minimize them by 
preoperative study and care.” 


PREOPERATIVE DATA—ELECTIVE GROUP 
-lge.—Age did not appear to be much of a 


factor. The youngest was eighteen and the oldest 


Opera- 
tion 
Deaths 


Hysterec- 
tomy 
Deaths 


Hysterec- 
tomies 


Lapora- 
tomies 


Vaginal 
only 


seventy years. Sixty-two, or two-thirds of the 
cases, were between thirty and fifty years oi age 

IW eight—There were eighty-one patients oi 
average weight—100 to 150 pounds; five 
under 100 pounds and seven over 175 
five of these being over 200 pounds. 

Preoperative Period in Hospital—The average 
stay of patients in the hospital before operation 
was over a week. Only two were in the hospital 
under forty-eight hours prior to surgery. So | 
think we can say, with regard to preoperative stay 
in the hospital, that there was a very little so-called 
“railroading” of patients to surgery. 

Blood Studies. — Five patients in the elective 
group had no blood count at all. An additional 
six had no hemoglobin nor red blood count de- 
termination, making a total of eleven cases oper- 
ated without a hemoglobin or red blood count 
being made. Twenty-four patients were admitted 
with hemoglobin below 70 per cent; five below 
30 per cent. In the series, twelve patients were 
given twenty blood transfusions before operation. 
Twelve patients went to surgery with hemoglobin 
below 70 per cent and eleven below 60 per cent. 
two of these below 40 per cent; and eleven ad- 
ditional cases underwent major elective surgery 
without any red blood count or hemoglobin studies. 
Obviously twenty-three patients, or 25 per cent. 
should not have been operated without further 
study. Ward ® stresses the importance of the pre- 
operative prophylactic transfusion, and empha- 
sizes its value, not only in those patients with 
marked secondary anemia, but also in those border- 
line cases which show only a moderate loss—65 to 

70 per cent hemoglobin and 3,000,000 to 3,500,000 
red blood cells. He argues for the adoption o| 
routine preoperative transfusions in patients with 


wer 
pounds, 


Taste 2.—White Blood Count 


Before Operation 


and Differential 


7,000- 9,000 .. 
10,000—12,000 . 
12,000-15,000 . 
15,000-19,000 .. 
Above 20,000 .. 
Below 7,000 . x 
Without W. B. C. or 


Differential ................. 5 


i 
So 


NNaAIe 


Polynuclears per cent: 
65 — 80 per cent 
Below 65 per cent.. 
Above 80 per cent 
Without Differential 


to 


57 per cent had abnormal W. B. C., or was not done. 
45 per cent had abnormal! Differential, or was not done. 
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hemoglobin under 70 per cent. An elective blood 
transfusion is a simple procedure and can be done 
at the operator’s own time; and its advantages to 
the patient about to undergo surgery are too well 
known to need further elaboration. 

These were the final counts before operation. 
In fairness it must be stated that some of these 
high counts were on admission, the patient being 
in the hospital from several days to a week, often- 
times with an improvement in symptoms and 
temperature ; but the patient was operated without 
recheck of the white cells. There were twenty- 
two patients in the elective series with a white cell 
count below 7,000, a leukopenia suggestive of low 
re ‘sistance reserve. This latter point is borne out 
by the fact that of the six deaths occurring on 
the operating table, three had leukopenias. Five 
patients did not have a white blood count or a 
lifferential. Twenty-four, or 32 per cent, of the 
seventy-five differential counts made were ab- 
normal and there were eighteen not determined, 
making 45 per cent on this basis and 57 per cent 
as judged by the white blood count, in which 
further study should have been done before pro- 
ceeding with the operation. 

Blood Wassermanns. — Sixteen of the elective 
cases had positive blood Wassermanns. Eight 
were not recorded. Thus 18.8 per cent of those 
recorded had positive Wassermann reactions. The 
general hospital incidence was checked for two 
vears of the period studied, and found to be 4.53 
per cent and 4.6 per cent. An incidence of posi- 
tive blood Wassermanns in the fatal cases of four 
and one-half times that of the general hospital 


admission would seem to indicate that this may 
have been a factor, at least, in some of the cases. 

Preoperative Temperature. — Low grade, pre- 
operative temperature has more significance than 


we like to attribute to it. In our desire to get a 
patient’s operation over with, often reinforced by 
the patient herself and the relatives, we are prone 
to disregard low temperature rises. We get away 
with it many times, but pay the penalty often 
enough to cause serious retrospection. Polak and 
Tollefson,’ in their excellent paper on mortali- 
ties, state that a low-grade temperature of 99.2 
plus means infection, and that operation in such 
cases should be postponed until the temperature 
is normal and has remained so for several days. 

Sedimentation Test. — There were only seven- 
teen blood sedimentation tests done on the entire 
series of 121 cases. Nine tests were under sixty 
minutes, the time commonly accepted as the lowest 
rate for safe surgery, and eight of these nine were 
under forty minutes. The sedimentation test was 


TasLe 3.—Temperature Twenty-four Hours Before 
Operation 


Normal temperature—99 or below .. 
99.2-100 earns 

100 -101 ..... 

101 -102 .. 

102 103 

104.8— 

61 per cent had temperature 99 or above. 
50 per cent had temperature 99.2 or above. 
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used in only twelve of fifty proved inflammatory 
cases in our series. In nine of the twelve in which 
it was used, its dictum was disregarded. It would 
seem that we are not taking advantage of this 
valuable aid to help us solve the perplexing prob- 
lem of pelvic inflammatory disease. 

To operate and when, or not to operate at all 
in a pelvic inflammatory case, is the question daily 
before the gynecologist. It is now generally con- 
ceded that palliative and conservative methods 
give the best results. According to Aldridge,* ap- 
proximately one-half (48 per cent) of hospital 
cases either heal completely or become symptom 
free, making operation unnecessary. Operation is 
recommended in the chronic stage only if con- 
scientious palliative treatment over long periods 
has failed, and for disability of attacks which tend 
to recur in spite of treatment. Then surgery 
should not be resorted to until the leukocyte count, 
temperature, and sedimentation time are normal. 
Polak,® Aldridge,® Greenhill,? and Baer * are only 
a few who concur in this opinion. The Shilling 
differential blood cell count is often very helpful 
in doubtful cases. 


8 


It is the policy on the gynecologic service to 
follow the conservative method in the treatment of 
these inflammatory cases. Many patients are dis- 
charged without surgery. In the vast majority 
of cases surgery was only used after palliative 
methods failed or after disabling recurrent ex- 
acerbations. Practically all were given the benefit 
of varying periods of preoperative rest in bed. 
Despite this policy and surveillance, too many 
were operated before the process was sufficiently 
quiescent. Pathologic examination showed eight 
in the series in which the condition was either 
acute or subacute. A closer check on preoperative 
status and laboratory requisites would undoubt- 
edly have been of benefit to many of these cases. 

Blood Pressure —Accepting 110 to 150 as the 
normal limits of systolic blood pressure, we found 
sixty-three patients in this range. Thirteen were 
below 110, and seventeen were found above 150. 
There were seven real hypertensions in the group, 
the systolic reading ranging from 175 to 220. A 
survey of the charts of these thirty patients, or 
32 per cent, who were either above or below the 
standard range, shows that many would have been 
benefited by additional rest before surgery or that 
further laboratory tests or consultations would 
have been of benefit. 

Urinalysis. — Four patients were adjudged to 
have more than one plus albumin. Both albumin 
and pus were found in seven patients; two had 
positive sugar; two acetone; and in A case casts 
were found. Two patients had P. S. P. readings 
below 50 per cent the first hour, one 25 per cent, 
and another 30 per cent. Eighteen patients, or 
20 per cent, had chemical or microscopical pa- 
thology in the urine, which increased the operativ e 
risk and probably contributed some part in the 
fatal outcome. Review of one case tells the story. 
A hysterectomy and bilateral salpingo-odphorec- 
tomy was performed for chronic inflammatory dis- 
ease, despite two urine examinations showing four 
plus pus and a preoperative temperature of 101 
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TasLe 4.—Final Diagnosis—Fatal Cases 


Electives . 
Inflammatory 
Fibroid ‘ 
Fibroid and inflamm: Atory 
Fibrosis , 
Procidentia 
Hyperplasia 
Retroversion 
Dermoid ovary a 
Polyp and hyperplasia si 
Incomplete abortion weeee 
Adhesions—postoperative 
Cystadenoma ovary 
Ectopic - a 
© ysto—rectoc ele... ; 
Prolapse vaginal vault . 
Erosion cervix 





* T. B. salpingitis—four cases. 


degrees. She died the seventh postoperative day 
of general sepsis, immediately after a profuse 
secondary hemorrhage from the wound. Autopsy 
showed a large dissecting wound abscess leading 
from the abdominal wall through the groin into 
the left psoas muscle, general streptococcic peri- 
tonitis, and severe bilateral streptococcic pyelitis. 
The urine, laden with pus, was significant and un- 
doubtedly played the important role in the tragic 
end. 

fatal 
Note 
dis- 


Table 4 lists the final diagnosis of the 
cases. Only the major diagnosis is given. 
the high incidence of pelvic inflammatory 
ease: twenty-nine straight inflammatories, seven- 
teen fibroids with inflammation, and four acute 
pelvic abscesses, making a total of fifty cases—an 
incidence of 41 per cent. Pelvic inflammation 
materially complicates surgical procedures and in- 
creases operative risk. 


OPERATIVE PROCEDURES IN FATAL CASES 


There were 114 laparotomies in the fatal group, 
among which are included three patients who had 
vaginal hysterectomies and in whom the peritoneal 
cavity was entered from below. Eighteen, or 16 
per cent, of these were “double cases.” Six cases 
had vaginal operations alone. The final case com- 
pleting the group of 121 was not operated—death 
coming after spinal injection and before a pro- 
posed posterior colpotomy was started. 

There were eighty-three hysterectomies done in 
the series, and of these seventy-one were the sub- 
total, nine the total, and three the vaginal type. 


Malignancies .... 
Cancer ovary 
Cancer fundus 
Cancer cervix 
Sarcoma fundus . 


and “metastases — 


Emergencies .................. 
Pelvic abscess . 
Intestinal obstruction ....... 
Rupture gall bladder cyst . 


Inflammatory Cases: 
Inflammatory 
Fibroid and inflammatory 
Pelvic abscess . : 


Total 


A total of thirty-one laparotomies, other than hys- 
terectomies were done, including nine for ma 
lignant conditions and five in emergency cases. 


OPERATING TIME 


In most series of fatal cases the operating times 
are prolonged, and this fact is usually stressed as 
an important factor in the unhappy outcome. An 
analysis of the operating times in this series seems 
to show them to be an exception to this rule. 

Table 5 shows the time required for the various 
operations. 

We think these figures bear out the fact that 
the time consumed at operation in this series was 
not prolonged. In fact, since many were in techni- 
cally difficult and complicated cases, the oper- 
ating times here indicate rapid surgery, and will 
compare favorably with any nonfatal group for 
similar operative procedures. Apparently, then, 
the operating time was not an important factor 
in most of these fatal issues. In some that were 
prolonged it was. 


ANESTHESIA IN FATAL CASES 

In the fatal cases the anesthetic used was about 
evenly divided between ether and spinal. A total 
of sixty cases, or approximately 50 per cent, were 
given ether alone, fifty-three cases, or 44 per cent, 
were given spinal—ten in the spinal group had to 
be supplemented, six with ether and four with 
nitrous oxid; five cases (4 per cent) had nitrous 
oxid only, and in the remaining three local novo- 
cain was used. 


TABLE i Gneipetaay Times 


Minutes 


Number — 
Cases Shortest |! 


Operation 


Hysterectomy S. Total 71 


Hysterectomy Total .. 


Hysterectomy Vaginal 
Other laparotomies 
“Double cases’’ .............. 
Vaginal plastics .......... 
Colpotomies 





Longest 


Average 


Comme nt 
minutes 
minutes 
minutes—60% 
munutes louser 


2 under 30 
2 under 40 
2 ender 60 


| 

{12 
4 
190 2 AV 


148 


ve than 
109 : 
108 
105 
103 
15 


{ 27 under 60 minutes—87% 
114 malignant and emergency cases 
7 under 60 minutes—40% 





Average 
Average 114 laps. 


operating iime all cases-—59.7 


minutes. 


with 18 “double cases’’—60 minutes. 
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TABLE 6.—Complications During idihiiienniaall 


Cases 








Sigmoid perforated 

Bladder perforated .... 

Cecum perforated . 

Rectum perforated 

Ureter cut ... 

lleum perforated ... = 

Hemorrhage with clamps. ‘left. in ; 

Patient's hands in operating w ound 


OPERATIVE COMPLICATIONS 


The serious complications which occurred dur- 
ing operation are listed in Table 6, and the serious 
postoperative complications in Table 7. 


Seven of the complications listed occurred in 
the malignancy, and four in the emergency group 
where there is often ample reason for such catas- 
trophies. It was surprising to see how often the 
bowel or the bladder was injured and went un- 
recognized at the time of surgery—the complica- 
tion becoming apparent only with the development 
of fistulae or discovered at autopsy, most of them 
occurring in complicated cases made difficult by 
inflammatory or postoperative adhesions. In forty- 
six, or 50 per cent, of the elective group, adhesions 
were listed as a factor. 

Table 8 shows the interval between operation 
and death. Six patients died on the operating table. 
An additional nine lived less than twenty-four 
hours. The largest number of deaths occurred on 
the fourth and fifth days, when peritonitis takes 
its greatest toll. A total of eighty-five, or 70 per 
cent, died within the first ten days after surgery. 
The remaining thirty-six died at varying inter- 
vals, the longest 105 days after operation. 


PRIMARY CAUSES OF DEATH 


In determining the primary cause of death, the 
autopsy report, attending surgeon’s note when 
present, resident’s, internes’ and nurses’ notes, 
were all considered, and usually made the cause 
clear. Fortunately, 55 of the 121 fatal cases came 
to autopsy, with an additional case of postopera- 
tive intestinal obstruction reoperated, and diag- 
nosis confirmed seven hours before death—really 
an antemortem autopsy. Thus, in 46.3 per cent 
of all operative deaths, and in forty-six, or ap- 
proximately 50 per cent, of the ninety-three elec- 
tive cases, postmortem examination gave the 
actual cause of death. We feel this is an excel- 
lent autopsy record and worthy of commenda- 
tion. It is a much higher autopsy percentage than 


TasBLe 7.—Serious Postoperative 


Fatal Cases 


Complications— 


Intra-abdominal hemorrhage ................ 16 (Autopsy 11, 
clinical 5) 
Fecal fistula 
Eviseration . = 
Massive wound hemorrhage 
Vesico-vaginal fistula .. 
Vesico-abdominal fistula 
Extensive cellulitis 


cons ce cs 09 00 
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usually reported in similar mortality series. We 
think this greatly increases the value of any study 
of mortalities. It was interesting to note how fre- 
quently a clinical diagnosis of shock, cerebral acci- 
dent or cardiac failure was replaced by peritonitis 
or hemorrhage when the case was subjected to 
autopsy examination. 

Peritonitis was responsible for the death of 
forty-eight, or 40 per cent, of all cases in the 
series. Add to these the three cases listed as gen- 
eral sepsis and we have a total of fifty-one, or 
42.5 per cent, dying of peritonitis and infection. 
Several of the deaths from peritonitis were di- 
rectly attributable to injuries to the bowel, bladder 
or ureters during operation. The greatest inci- 
dence was in patients with inflammatory disease. 
A total of nineteen patients (20 per cent) in the 
elective group were presumably infected and were 
drained, three through the vagina. There were 
thirty-two (34.5 per cent) associated appendec- 
tomies in the elective group. We were unable to 
draw any definite conclusions regarding the effect 
of this additional procedure in the fatal outcome. 


TABLE 8.—Interval Between Operation and Death 


—— a = 


Death on table 11-15 days . 
Less than 24 hours ........ § 16-20 days 
aay . seiiisen 4 21-30 diys 
Care... 31-40 days 
days .. 41-50 days .. 
days 51-60 days . 
days . 105 days .. 
days . 
days 

days 

days 

MES siesccnscecs 


Total 


1 
2 
3 
4 
5 
6 
7 
8 
9 
0 


1 


Total 


In no less than four cases the appendix was de- 
scribed by the operator as being “bound down 
by dense adhesions,” and technical difficulty was 
experienced in removal. In only one case was the 
appendix directly blamed for a fatal peritonitis. 
This case at autopsy exhibited an abscess around 
the appendix stump. 

Next to peritonitis is hemorrhage; primary 
hemorrhage accounting for twelve, and secondary 
hemorrhage for three, for a total of fifteen deaths, 
or 12.4 per cent. A total of ten of the fifteen, 
or two-thirds, of the cases were verified by au- 
topsy. Shock was next, with eleven fatalities 
(seven clinical and four autopsy diagnoses). It 
is probable that some of those clinically diagnosed 
as shock were hemorrhage. Shock and hemor- 
rhage are usually considered together in such a 
study because, without autopsy, it is difficult to 
differentiate. Our high postmortem record in the 
bleeding cases made such a division possible. If 
we list these two together, we have hemorrhage 
and shock accounting for twenty-six, or 21.4 per 
cent, of the total deaths. Add to these twenty-six, 
another four cases in which hemorrhage was 
listed as an important contributing cause of death, 
and we are surprised by the size of the figures. 
Eight of the fifteen hemorrhage cases (33 per 
cent) occurred in the inflammatory group where 
raw surfaces and oozing areas made hemostasis 
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TaBLe 9.—Primary Causes of Deaths—All Cases 





Peritonitis 


He morrhage —primary 


Autopsy 


22 


Pere e nt ige 








He morrhage —secondary 


' Shock a 
Embolism a 

Myocardial insufficiency ie 
Pneumonia 

Me alignant cache xia . 
Ileus 


Inte stinal obstruc tion 











Sepsis 

Anesthesia 

Cardiarenal 

Cerebral ace ident . ; 
“Acute dilated stomach . 
Diabetic coma ...... 


Uremia 


Totals 


* Confirmed by reoperation seven hours before death. 
oe cases . eS 


Aut Slective cases 


difficult. There were four fatal hemorrhages, how- 
ever, which occurred in relatively easy cases. All 
four were subtotal hysterectomies in which the op- 
erator, in describing the operation, used terms such 
as “simple procedure,” “minimal shock,” “without 
difficulty.” These hysterectomies were completed 
in an average time of twenty-nine minutes. A 
few additional minutes for checking or re-ligating 
vital areas might have changed the outcome. 

Embolism shared honors with shock with eleven, 
or 9 per cent. The following facts stand out in 
this group: six of the eleven (54 per cent) were 
afebrile before surgery, which is about the same 
ratio as all cases. In this group, seven of the 
eleven (64 per cent) had vaginal plastic work 
done, either alone or associated with laparotomy ; 
. only twenty-five of the 120 operated cases 

20 per cent) had vaginal plastic work. Thus, 
seven of the embolic deaths occurred in the 
twenty-five vaginal cases, an incidence of 28 per 
cent, while the remaining ninety-five cases, in 
which no vaginal plastic work was done, accounted 
for only four embolic deaths, an incidence of 4.2 
per cent. Of the eleven, four, or 36 per cent, had 
uterine fibroids, whereas fibroids made up 30 per 
cent of the entire group. In only two of the seven 
autopsied were thrombi or pi ithology demonstrated 
in the pelvic veins. 


Myocardial insufficiency followed with eight, 
and ¢ ardiorenal disease with one, making a total 
of nine, or 7.4 per cent, in which cardiac failure 
was the primary factor. Four of the eight were 
only three gave any indication in_ their 
histories of possible cardiac pathology. There was 
no record of previous decompensation i in the entire 
group. In the preoperative examination definite 


obe se 


cardiac pathology was found in three, and in two 
others it was questionable. In this group, six oi 
the eight had fibroids of the uterus and one oi 
the two remaining had a fibroid polyp. The as- 
sociation of myocardial disease and fibroids has 
before been noted repeatedly. Excessive surgery 
for a minor complaint was the outstanding factor 
in the cardiorenal death. 

Pneumonia and malignancy and cachexia have 
six each, or 5 per cent. Of the six patients who 
died of pneumonia, four were aged—over sixty 
years. Only one showed pulmonary pathology at 
preoperative examination. Respiratory anesthesia 
did not prove to be the chief offender. On the 
contrary, three of the six cases had only spinal ; 
one had spinal, supplemented with nitrous oxid 
and ether; one had only ether and one had local 
novocain. 


The six deaths that occurred on the operating 


table are of sufficient interest to analyze briefly. 

Pelvic inflammation was present in five of the six: 
two were obese, 220 and 250 pounds; two had 
cardiac disease; three had leukopenias, and on 
no blood count at all. Ether was the anesthetic 
in four, nitrous oxid and ether in one, and spinal 
in one. All cases were autopsied and causes o/ 
death were as follows: Operative shock, two: car- 
diac failure, two; anesthesia, two. One of the 
two anesthetic deaths had ether for eighty-five 
minutes, the operation requiring seventy minutes 
Autopsy report was “etherization with somewhat 
persistent thymus weighing 33 grams.” The spina! 
death was the only case in the entire series not 
operated. A posterior colpotomy was proposed. 
but the patient died five minutes after 100 milli 
grams of novocain had been injected. The obesity 





September, 1936 


TABLE 10.—Operative Complications—Total Hyster- 
ectomy Group 








Benign cases: 
Oozing cul-de-sac—packed to control 
Bladder opened pies tena oa 
I WRT CINE a oaesesscsseseccccccserecacess 
Malignant cases: 
Ureter cut—vesicovaginal fistula....... 
Cecum and sigmoid aimee sico- “vaginal fistula 1 
Vesicovaginal fistula. east : : 





Average time 41 minutes (67%) longer than subtotal. 
Operative complications frequent. 
75% died of peritonitis. 


(220 pounds), low blood pressure (80/60), the 


Trendelenburg position, and the general toxemia 
from peritonitis secondary to a pelvic abscess, 
were the factors which made the patient a poor 
spinal risk. 
COMMENT 

An analytical review such as this must neces- 
sarily be incomplete. It is always of more interest 
and benefit to the reviewer than to the reader. 
A survey of the entire study brings up many inter- 
esting sidelights and points for discussion. The 
followi ing seem timely and to be of some value: 


Total Versus Subtotal Hysterectomy. — In re- 
cent years there has been considerable interest in 
the advantages of total versus subtotal hysterec- 
tomy. In our series of fatal cases there were too 
few total hysterectomies to justify definite con- 
clusions. However, certain facts are interesting 
and somewhat indicative. Six were done for be- 
nign conditions, and three for malignancies. The 
operating time averaged 102 minutes, 41 minutes 
longer than the average for the subtotal operation. 
In only two cases out of nine were no special 
complications mentioned in the dictated operative 
record. 

In our series the total hysterectomy operation 
required 67 per cent longer time to perform; was 
replete with serious operative and postoperative 
complications, and 75 per cent of the cases died 
of peritonitis. 

Diagnostic Dilatation and Curettage.—The diag- 
nostic dilatation and curettage seems to have lost 
its popularity. This valuable diagnostic procedure 
was not employed once in the entire series of 
121 fatal cases. One dilatation of the cervix was 
done and a pyometria discovered which prevented 
a contemplated Watkins interposition operation. 

diagnostic dilatation and curettage, and pelvic 
examination under anesthesia, often help materi- 
ally to clear up a diagnosis, and shorter and 
simpler operative procedures can be done, amply 
caring for the pathology. A review of the cases 
shows it would have been of decided value in at 
least eleven cases, and undoubtedly would have 
changed the operative procedure in an additional 
five cases of malignancy. The question is raised, 
should not all puzzling menorrhagias and metror- 
rhagias have a diagnostic curettement ? 

Radiotherapy—While on the subject of more 
conservative procedures being curative, the ques- 
tion of radiotherapy comes up. In some of the 
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patients in this series its use might have been 
seriously considered. A careful study of the cases, 
constantly keeping in mind the conditions, indi- 
cations, and especially the contraindications for its 
use, shows that radium might have been used to 
advantage in some twenty patients in the group. 
It would have been satisfactory in three of the 
eight fatal myocardial cases. 

Radiotherapy has a definite place in gynecology. 
It must be used with judgment and with proper 
regard for its indications and contraindications. 
It is not a “cure-all,” and has definite, sharply 
defined limitations. Keeping this in mind, it is 
often the most conservative curative measure— 
many times life-saving—where other operative 
procedures would and do prove fatal. 


SUMMARY OF STATISTICS 

In a series of 4,029 gynecologic operations at 
the Los Angeles County Hospital there were 121 
deaths—a gross operative mortality of 3 per cent. 
Two thousand three hundred and eY -two were 
hysterectomies, with a mortality of 3.5 per cent. 
Eighty-seven per cent of the ety group were 
laparotomies and 13 per cent vaginal cases only. 

In the 121 cases, twenty-one were malignancies, 
seven were emergencies, and ninety-three were so- 
called elective cases. In the elective group the 
more frequent diagnoses encountered were: pelvic 
inflammatory, twenty-nine; fibroids inflam- 
matory, seventeen; and fibroids, 

The most frequent causes of 
follows: peritonitis and 
hemorrhage and shock, 21.4 per cent; embolism, 
9 per cent; cardiac failure, 7.4 per cent; pneu- 
monia, 5 per cent; and malignancy and cachexia, 
5 per cent. Autopsies were performed in 46.3 per 
cent of all cases in the series, and in approxi- 
mately one-half of the elective group. 


and 
nineteen. 
death were as 


sepsis, 42.5 per cent: 


There were twenty serious complications during 
operation, and thirty-eight serious postoperative 
complications. 


CONCLUSIONS 


Preoperative study and care are of the greatest 
importance. Despite the average stay of one week 
in the hospital prior to operation, inadequate 
studies were made in too many of the cases. Ad- 
ditional laboratory work and more consultations 
would have benefited many patients. 

Too often, the physical and laboratory findings 
and important preoperative requisites that make 
for good operative risks were disregarded. 

More preoperative blood transfusions in the 
anemic and border-line cases are indicated. 

Despite knowledge and efforts to the contrary, 
patients with pelvic inflammatory disease are being 
operated too early and too often. 
tion test is not being used 
cases. 


The sedimenta- 
sufficiently in these 

A closer check of the patient’s complaints with 
the operative procedure would prove of value. 
The diagnostic dilatation and curettage should be 
used more frequently. 
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In certain poor-risk cases where indications are 
met, radiotherapy should be considered. 


Considering the type of patients and the opera- 
tive risks, the operative mortality here reported 
compares favorably with that reported by similar 
clinics. 
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DISCUSSION 


L. M. Emae, M. D. (2000 Van Ness Avenue, San Fran- 
cisco). — The excellent analysis presented by Doctors 
Marshall and Thompson constitutes a very courageous 
document. I have a great deal of respect for the chief of 
a large service who has the courage to permit the publi- 
cation and discussion of such a document. At best, any 
analysis of this sort will invite some just, and some un- 
just, criticism. For instance, why should patients be oper- 
ated on during the acute stage of pelvic inflammatory 
disease, unless it be for the simple drainage of a pelvic 
abscess? The essayists point out that all surgical patients 
are housed for at least one week prior to operation. This 
certainly is enough time to segregate the poor from the 
good surgical risks, so that there remains no excuse for 
undertaking major surgery on patients who are still in 
the stage of acute infection, or who otherwise constitute 
a questionable surgical risk. There certainly exists no 
emergency in most of these patients; therefore, why not 
reduce the surgical risk by conservative medical meas- 
ures? Most operations can wait. I appreciate that in a 
large service the head of the department cannot be in such 
intimate contact with details that he can pass on every 
case. This is a matter for the division chiefs to decide. 
In an analysis such as presented here, the work of the 
individual division should be compared, so that one might 
learn what operators have the lowest mortality. I am sure 
this would be very salutary and invite competition for 
lower mortality records. 

I do not like to appear to be critical, and I do hope 
that my remarks will be considered in the spirit of friendly 
analysis. May I, therefore, be pardoned for saying that 
the high mortality in cases of malignancy indicates a 
rather reactionary method of surgical therapeusis; for, 
certainly, surgery of the malignant cervix must be seri- 


Tasie 1—On Operations at Lane and San Francisco 
Hospitals 


OPERATIONS—1924-1934 
Lane Gynecological Service: 
Deaths Per Cent 
Major ....... sg ? . 995 22 
Minor ...... 2 


1,698 


Total 
San Francisco Hospital and Stanford Gynecological 
Service: 
Deaths Per Cent 
TRIN. a5 soc sccicncceipbiahiniatiebanneheasnanae 46 3.3 
| AREROES wis 8 3 0.1 


Total .. ‘ 3,22 49 1.5 


TaBLe 2.—On Hysterectomies at 
Francisco Hospitals 


Lane and San 


HYSTERECTOMIES—1924-1934 


Lane Hospital: 


Deaths Per Cent} 
Abdominal, Complete  ..............4 10 3.2 
i 


8 3.0 
0 


Abdominal, supravaginal ... 
Vaginal sheldcnaisebacie 
18 


San Francisco Hospital: 
Deaths Per Cen | 
Abdominal, complete ................ 8 4.0 
Abdominal, supravagina 12 2.9 
Vaginal ‘ 4 14.3 


Tote... ; sccshasibias 24 


ously questioned except in the very early localized tumors, 
and even these are perhaps more successfully treated by 
irradiation, as far as mortality is concerned. 

May I also say that the time element in operations is 
not anywhere nearly as important as we are made to he- 
lieve; for good anesthesia, gentle handling of tissues, the 
selection of patients, the preoperative care, and trans- 
fusions permit a more deliberate surgical approach, with 
a resultant reduction in postoperative complications. Fif- 
teen per cent of all deaths because of secondary hemor- 
rhage after hysterectomy is a rather serious indictment 
against spectacular speed in surgery, unless it can he 
blamed upon lack of skill. 

The surgical service of the department of obstetrics 
and gynecology at Stanford is not as large as the one 
represented here by Doctors Marshall and Thompson. In 
our combined clinic services at Lane and San Francisco 
hospitals, over a period of ten years, there were 4.921 
operations, with slightly less than 1.5 per cent mortality. 
If you will compare the figures between the two services, 
you will also see that there is also a slight difference in 
mortality rates, in which that of the service at San Fran- 
cisco Hospital corresponds closely to the figures shown 
here. 

Nevertheless, the total figure for all operations is con- 
siderably lower because of the dilution by minor oper 
ations. If you take the hysterectomies, on the other hand, 
and compare the end-results of our services with that oi 
the Los Angeles General Hospital, you will find that the 
total figure is approximately the same, although there is 
again a marked difference between the figures of the Lane 
Hospital Service, as compared with the San Francisco 
Hospital service. I particularly point to the difference in 
vaginal hysterectomies, in which there were no deaths 01 
the Lane service. Our figures bring out one factor: that 
the mortality rate for complete and supravaginal hyster 
ectomies may be kept at an equal level, as shown in th« 
figures of the Lane service. It is also interesting to not 
that hysterectomies made up about 46 per cent of thc 
major operations at our San Francisco Hospital service, 
and 65 per cent at the Lane service. 

Peritonitis was the commonest cause of death on both 
services, constituting about one-fourth of our mortality 
We had no deaths from secondary hemorrhage. Cardiac 
failure and intestinal complications made up the bulk o 
the remainder of the causes. Embolus and shock wer 
rare. Carcinomatosis, discovered at exploratory lapar 
otomies, is included in this group as a cause of death. 

The number of operators for the two services varies 
between nine and ten... . 

May I say, in conclusion, that the figures I have show 
here are not presented in a spirit of righteousness, but 
only as a matter of comparison. I consider it a great 
privilege to have been asked to discuss this paper, and | 
wish to extend congratulations and thanks of this sectio! 
to the essayists for having undertaken this extensive piec 
of work. 
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CARDIOSPASM 


SUCCESSFULLY TREATED BY HYDROSTATIC 
DILATATION 


By GunTHER W. Nace, M.D. 
San Francisco 


Discussion by William J. Kerr, M.D., San Francisco, 
and William Dock, M.D., San Francisco. 


Cameer ASS, or spasm of the lower end 
of the esophagus, is a well-recognized clinical 
pathologic entity. The obstruction is intermittent 
at first and results in gradual distention of the 
esophagus. In advanced cases obstruction may be 
continuous and almost complete. Dysphagia and 
substernal pain are prominent symptoms. 

Treatment consists of forceful dilatation of the 
spastic area. Different means have been employed 
to accomplish this. A satisfactory method is hydro- 
static dilatation with the Plummer dilator. 

In reviewing the histories of patients with cardio- 
spasm seen at Stanford Clinic and in private prac- 
tice, it is apparent that previous treatments, such 
as the administration of antispasmodic drugs and 
the passing of bougies, have given unsatisfactory 
results. The following cases are presented to illus- 
trate the good results obtained by forceful dilata- 
tion of the spastic area. 


REPORT OF CASES 


Case 1—No. 104849. Female. Age, 57. Six years ago 
the patient was suddenly seized with a gagging and chok- 
ing sensation after eating. Following this she had peri- 
odic attacks of difficulty in swallowing both liquids and 
solids. She did not vomit food, but regurgitated consider- 
able saliva and mucus. The food seemed to stick under 
the lower end of the sternum. X-ray showed tremendous 
dilation of the esophagus due to cardiospasm. She had lost 
forty pounds within the six months previous to examina- 
tion. The Wassermann reaction was negative. Other lab- 
oratory examinations were of no significance. 

Following hydrostatic dilatation she was completely re- 
lieved of her symptoms, and x-ray showed the esophagus 
to empty rapidly. 

Two months after dilatation the patient remained re- 
lieved of her symptoms. She has not been heard from 
since. 

v 7 v 


Case 2.—No. A9613. Female. Age, 27. A year ago the 
patient began to have attacks of pain in the epigastrium, 
coming on usually at night. For two months previous to 
examination she had difficulty in retaining food, even when 
taken in small amounts, regurgitating both liquids and 
solids. Occasionally after eating she had a sensation of the 
stricture opening up and allowing food to pass through. 
She lost twenty-seven pounds during this period. X-ray 
showed a spasm of the cardia with a small amount of 
barium retained in the esophagus after six hours (Fig. 1). 
Other laboratory examinations, including the Wassermann 
test, were negative. 

Following hydrostatic dilatation she reported that she 
had occasional slight substernal pain early in the morn- 
ing, but she had no difficulty in swallowing and did not 
regurgitate. 

Two and one-half years later the patient reports that 
while she has been very much improved, occasionally she 
still has a little difficulty in swallowing. She has gained 
eleven pounds since dilatation. 


7 7 7 


Case 3.—No. A11660. Female. Age, 39. For a period 
ot four months the patient had increasing difficulty in 
retaining food. At the time of examination apparently 
nothing she ate was retained, and she lost fifty pounds 
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in weight. The x-ray diagnosis was cardiospasm. The 
hemoglobin test showed 66 per cent; otherwise the lab- 
oratory findings were negative. 

The passage of a No. 60 French olive failed to give 
relief, so hydrostatic dilatation was done. She complained 
of considerable soreness over the lower part of her chest 
following this procedure, and developed a patch of pneu- 
monia in the lower left lobe with possible mediastinal 
effusion. This complication may have been due to a slight 
splitting of the esophagus as a result of the dilatation. 
She made a quick recovery, has regained her normal 
weight and has been entirely cured of her dysphagia. 
When last heard from, two and one-half years after the 
treatment, she had no recurrence of her former symptoms. 
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Case 4—No. A19329. Male. Age, 48. A year previ- 
ous to our examination this patient’s trouble began with 
a feeling of fullness in the epigastrium. For a period of 
five or six months he had been vomiting at night shortly 
after going to bed. These symptoms gradually grew 
worse. The x-ray showed spasm of the lower end of the 
esophagus (Fig. 2). Laboratory findings, including a 
Wassermann test, were negative. 

Following hydrostatic dilatation, the patient was com- 
pletely relieved of his symptoms and has remained so for 
a period of a year and a half. He has no difficulty what- 
ever in swallowing, and feels very well. 
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Case 5.—No. 177949. Female. Age, 60. The patient's 
complaint was difficulty, for a period of six years, in 
swallowing. She had lost 100 pounds in weight. Two 
and a half years previous to examination, a diagnosis of 
inoperable cancer of the esophagus was made elsewhere. 

She had a marked secondary anemia—hemoglobin, 68 
per cent, red blood cells, 3,600,000. The x-ray’s diagnosis 
was cardiospasm (Fig. 3). 

An abdominal exploration was done, and the cardiac 
end of the stomach and lower end of the esophagus were 
found to be surrounded by adhesions, which were freed. 
Following this operation the patient continued to regurgi- 
tate practically everything she ate. Two weeks later 
hydrostatic dilatation was done, and she was entirely re- 
lieved of her dysphagia. She gained eleven and a half 
pounds during the following six months. 

She writes, two and a half years following dilatation, 
that she does not feel well and that she regurgitates her 
food occasionally. She has numerous complaints not re- 
lated to the gastro-intestinal tract. 


¥ ? 7 


Case 6.—No. A5594. Female. Age, 26. About a year 
ago the patient began to experience a feeling of weight 
in the epigastrium, which appeared about twenty minutes 
after eating and was frequently followed by regurgitation 
of ingested food. She had no pain. 

A diagnosis of cardiospasm was made and the spastic 
area was dilated elsewhere by means of an air-filled 
balloon. She did not obtain relief from this procedure. 
Following hydrostatic dilatation, she was completely re- 
lieved of all her symptoms. 
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Case 7.—No. 197595. Female. Age, 33. The patient 
entered the clinic complaining of cough, fever, and loss 
of weight. A diagnosis of active pulmonary tuberculosis 
was made. In addition, she complained of difficulty in 
swallowing and, for a period of six years, frequent re- 
gurgitation of undigested food. The x-ray revealed a 
spasm of the cardiac end of the esophagus (Fig. 4). 
Sputum showed tuberculosis bacilli. Other laboratory ex- 
aminations, including Wassermann test, were negative. 


Hydrostatic dilatation was followed by complete relief 
of the dysphagia. Marked improvement in the pulmonary 
condition also followed after treatment in a sanitarium. 
At the present time, three and a half years later, the 
patient reports that she is in good health, has gained 
twenty-two pounds, but still has some slight difficulty in 
swallowing if she takes solid food in large amounts. 
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2 Fig. 3 


Fig. 1.—Cardiospasm showing typical cone-shaped dilatation of the esophagus above the spastic area. 


Fig. 2.—Cardiospasm. 


Atypical x-ray picture difficult to differentiate from cancer of the cardia. 


Fig. 3.—Cardiospasm with markedly dilated and tortuous esophagus. 


Case 8—E. O. M. Male. Age, 48. Intermittent dys- 
phagia over a period of four years was the patient’s com- 
plaint. Liquids and solids appeared to stick under the 
lower end of the sternum; and in order to aid their pas- 
sage he had formed a habit of standing while eating and 
forcing the food down with vigorous swallowing move- 
ments. An attempt had been made elsewhere to dilate 
the spastic area with the Plummer dilator, but he obtained 
no relief. Apparently the dilator had not been properly 
placed, as the patient suffered no pain while the bag was 
being distended up to 26 feet of water pressure. This 
patient also had a complicating pulmonary tuberculosis. 

Following hydrostatic dilatation, he was completely re- 
lieved of his dysphagia. After a period of five months he 
still has no difficulty in swallowing. 
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Casrt 9.—No. A36257. Male. Age, 40. This patient’s 
complaint was intermittent dysphagia of five years’ dura- 
tion. Solids and cold liquids caused the most trouble, and 
appeared to stick in the epigastrium. While his food was 
thus lodged he had severe cramps under the sternum. He 
obtained relief by vomiting or taking warm liquids. The 
x-ray showed a cardiospasm with 25 per cent residue in 


Fig. 4 


the esophagus after six hours. He was dilated with a 
45 French olive followed by a 60 French olive, and en- 
tirely relieved of his dysphagia. Four months have elapsed 
since this was done, and should his symptoms return, 
hydrostatic dilatation will be done. 
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Case 10.—E. T. Female. Age, 21. For the past two 
years ingested food, both liquid and solid, appeared to 
lodge for a time in the lower end of the esophagus. This 
patient had considerable epigastric pain. The x-ray showed 
cardiospasm. 


Following hydrostatic dilatation the food passed freely 
into the stomach, pain ceased, and she gained ten pounds 


in weight. She had no return of symptoms a year after 
dilatation. 
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Case 11.—S. C. Male. Age, 23. Beginning seven years 
ago this patient commenced to have intermittent attacks 
of difficulty in eating. Liquids and solids lodged in the 
lower end of the esophagus, and caused considerable pain. 
Later his symptoms were more constant and gradually 
increased in severity. Small amounts of food eventually 
passed through, but large quantities were regurgitated. 


Fig. 5 


Fig. 4.—Cardiospasm with tortuous and dilated esophagus and pulmonary tuberculosis. 
Fig. 5.—Cardiospasm with marked dilatation of the esophagus. 
Fig. 6.—Cardiospasm with some barium passing into the stomach. 
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Several physicians were consulted at different times, 
all of whom made the diagnosis of cardiospasm, but none 
of whom was able to give him any relief. 

It is now six years since hydrostatic dilatation was 
done. He was immediately relieved of his symptoms, and 
has had no recurrence of his trouble. He has gained fifty 
pounds in weight. 

v Y Y 


Cask 12.—H. D. Female. Age, 28. The patient had 
had intermittent difficulty in swallowing both liquids and 
solids for a period of eleven years. Her trouble had been 
gradually growing worse, and six months previous to 
examination she took chloroform liniment with suicidal 
intent. Prompt attention saved her. The x-ray showed 
a spastic cardia and dilated esophagus (Fig. 5). Complete 
relief from symptoms followed hydrostatic dilatation. 
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Case 13.—T. J. D. Female. Age, 25. For three and 
one-half years the patient had difficulty in swallowing 
liquid and solid food. At the onset this condition had 
been intermittent, but for fourteen months previous to 
examination it had become constant. Pain became an in- 
creasingly severe symptom. The x-ray showed a cardio- 
spasm-(Fig. 6). An attempt to dilate the spastic area by 
esophagoscopy was unsuccessful on two occasions. 

Dysphagia has been entirely cured following hydro- 
static dilatation. She recently complained of some dis- 
comfort after meals, but this has been relieved by a little 
care in the selection of her food, something which had 
not appealed to her after so long a period of dysphagia. 
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Case 14.—M. G. Female. Age, 23. The patient for a 
year complained of difficulty in swallowing. The onset 
was quite sudden, with the lodging of food under the 
lower end of the sternum. Liquids caused as much diffi- 
culty as solids. She lost twenty-five pounds in weight 
during the year. A number of physicians were consulted, 
but no relief was obtained. 


The x-ray showed cardiospasm, with considerable dila- 
tation of the esophagus. 


Dilatation was done up to fifteen pounds of water pres- 
sure, but this gave only temporary relief. A second dila- 
tation was done a month later and the pressure used 
increased to twenty-five pounds. This has given complete 
relief, and she has gained thirty pounds in weight. It is 
fifteen months since the second dilatation. 
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Case 15.—J. M. Female. Age, 30. This patient com- 
plained of difficulty in swallowing since childhood. Pain 
under the sternum was a distressing symptom. She had 
been dilated with bougies several times, but had been 
little relieved. The x-ray showed a typical cardiospasm. 
The spastic area was dilated with a size 60 French olive. 

The patient has been relieved of her dysphagia, but will 
probably require hydrostatic dilatation at a later date. 


SUM MARY OF CASES 


The histories of fifteen patients with cardio- 
spasm have been reviewed. Eleven patients were 
women and four were men. The oldest patient 
was sixty years of age, the youngest twenty-one 
years of age, the average age being thirty-five 
years. The average duration of symptoms was five 
years. Thirteen patients were treated by hydro- 
static dilatation; two were dilated with a size 60 
French olive. Twelve patients have remained cured 
over periods ranging from several months to over 
six years. The other three patients were greatly 
relieved of their symptoms, but still complained 
of slight dysphagia at times. 


MEDICAL TREATMENT OF CARDIOSPASM 


Mild cases of cardiospasm without x-ray evi- 
dence of delay in emptying the esophagus may be 
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successfully treated by medical means. An illus- 
trative case follows: 

No. A24968. Female. Age, 60. The patient 
complained of spells of nausea and vomiting for 
the past seventeen months. During attacks she ex- 
perienced a-sense of constriction under the lower 
end of the sternum. The x-ray showed a normal 
esophagus. The diagnosis was mild cardiospasm. 
The patient was given tincture of belladonna and 
elixir of sodium bromid, and two months after- 
ward she reported that she was much improved 
and had very little difficulty in swallowing. 


SURGICAL TREATMENT OF CARDIOSPASM 


In a very occasional patient simple dilatation 
cannot be done and surgery is indicated. Doctor 
Judd and I have reported such a case. In this 
patient the esophagus was so dilated and tortuous 
that, while the thread was successfully swallowed, 
it was, nevertheless, impossible to pass sounds 
without great danger of injuring the esophagus. 
A gastrostomy was done, and the cardia dilated 
manually from below. The patient was much 
improved following this, but not entirely cured. 
Some months later hydrostatic dilatation was suc- 
cessfully done. 

Plastic operations have been done on the cardia, 
but they have not been uniformly successful and 
the mortality is quite high. Hydrostatic dilatation 
in most cases is simpler, more satisfactory and 
much less risky than operative procedures. 


INCIDENCE OF CARDIOSPASM 


Cardiospasm is considered quite rare, but I be- 
lieve that mild forms of it are more common than 
is generally thought. Temporary spasm of the 
cardia has undoubtedly been experienced by large 
numbers of individuals. Almost everyone has at 
times had severe substernal pain on gulping some 
cold liquid when he was hot and tired. This is a 
temporary cardiospasm and in most individuals 
the discomfort suffered is sufficient warning to 
prevent a repetition of its cause. 

Cardiospasm occurs most frequently in  rela- 
tively young women. It may be associated with 
other lesions, notably cholecystic disease and pep- 
tic ulcer, but usually it exists alone. Though a 
definite etiology has not been established, it is con- 
sidered to be of nervous origin. The condition, 
however, is definitely not a neurosis, but a true 
organic lesion. 

DIAGNOSIS 

The majority of patients with cardiospasm give 
a history of periodic spells of difficulty in swallow- 
ing lasting over a period of years. In the early 
stages the spasm is intermittent, and there may 
be long periods of freedom from trouble. Gradu- 
ally, however, the spasms occur with more fre- 
quency, and finally the patient is unable to take 
any type of food in comfort. In the beginning 
liquids, especially cold liquids, often cause more 
trouble than solid foods. In the later stages solid 
foods also give trouble. The patients usually de- 
scribe the ingested food as sticking or lodging 
under the lower end of the sternum. They adopt 
various procedures to force the food through. 
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Fig. 7.—Plummer hydrostatic dilator. 
Some obtain relief by standing and drinking large 
quantities of fluids, forcing the spasm by means 
of pressure from above. Others, by closing the 
glottis, seem to be able to compress the esophagus 
by means of increased intrathoracic pressure and 
thus force the food through the constricted area. 
Still others find that they can eat only small 
amounts at a time and, following varying inter- 
vals, the spasm temporarily releases itself. To ob- 
tain relief, almost all the patients in advanced cases 
regurgitate a certain amount of the food taken. 
In spite of difficulty in swallowing, many of 
these patients go on for years without any great 
loss of weight or strength, while some become 
markedly emaciated and anemic. 


The condition has to be differentiated from 
cancer of the esophagus and benign organic stric- 
ture. The long history, its intermittency in the 
early stages, and the characteristic x-ray appear- 
ance differentiate cardiospasm from cancer. How- 
ever, in two of my patients a previous diagnosis 
of cancer had been made. Organic stricture can 
also be differentiated on the basis of the history 
and x-ray appearance. 


PATHOLOGY 


The spasm occurs usually in the esophagus 
above the cardia at the level of the esophageal 
hiatus of the diaphragm. The esophagus becomes 
gradually dilated above this point. The dilatation 
may be two or three times the normal diameter 
of the esophagus, and in some instances the sacu- 
lated esophagus appears by x-ray to take up as 
much as a third of the available space in the 
thoracic cavity. 

Pathologic examination in such cases shows the 
wall of the esophagus to be greatly thickened, 
and firm at the point of narrowing, while above, 
in the dilated area, the musculature is more or 
less hypertrophied, but shows no other marked 
changes. Usually in advanced cases there is some 
evidence of inflammatory reaction. There may be 
small superficial mucosal ulcers present, but these 
appear to be secondary to the spasm and not a 
cause of it. So-called peptic ulcers in the lower 


end of the esophagus occasionally occur, and may 
produce a certain amount of spasm; but such cases 
are not included in this group. 
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TREATMENT 


Cardiospasm is treated by forcefully dilating 
the constricted area. The method used in thi: 
series was that of hydrostatic dilatation by means 
of the Plummer bag, with a previously swallowed 
silk thread as a guide (Fig. 7). This is the method 
described by Plummer and Vinson. . The procedure 
is as follows: 

The patient is first instructed to swallow five to 
eight yards of silk thread. The purpose of th« 
thread is to furnish a guide for the passage of 
sounds and dilator. It is an absolutely essential 
part of the procedure, in that it inevitably guides 
the instrument to the proper opening, and _ pre- 
vents the possibility of forcing the dilator into a 
false pocket and thus rupturing the esophagus. 
A glance at some of the x-rays in these cases 
shows that the esophagus at times turns almost at 
right angles before entering the stomach, and illus- 
trates how easily an independently passed sound 
might perforate it (Figs. 3 and 4). A spool of 
buttonhole silk, size “D,” is satisfactory, and i 
sasily obtained. The first few feet are swallowed 
slowly so that the end of the thread may find its 
way through the point of spasm. After this it may 
be ‘swallow ed a little more rapidly until it passes 
through the stomach and into the intestines. When 
this has occurred, it is drawn down by the peri- 
staltic action of the intestines and soon becomes 
firmly anchored. It is advisable to tell the patient 
to fasten or hold the thread while eating so that 
too much is not taken in at a time, which might re- 
sult in the thread becoming snarled. From twenty- 
four to thirty-six hours is the usual time required 
for the thread to become sufficiently well anchored 
to serve as a guide for the passage of sounds. Pa- 
tients frequently protest in the beginning that 
they will be unable to swallow the thread, but 
when properly coaxed they never fail to do so, 
and it always passes through even the smallest 
stricture. 

Before dilating, the esophagus should be empty 
to prevent regurgitation and possible pulmonary 
complications, as a result of the passage of re- 
gurgitated material into the trachea during instru- 
mentation. 

The patient is placed in a low chair with a 
curved seat, designed to prevent his slipping for- 
ward during the passage of the instruments. The 
dilatation is done without anesthesia, because onc 
of the determining points as to whether the dilator 
has been properly placed or not is the pain which 
the patient has at the time of dilatation. 

A No. 45 French olive, with a filiform tip, is 
first fastened to a whalebone staff and guided 
into the esophagus over the previously swi llowe: 
thread which must be held taut during this pro 
cedure. At the point of spasm, a resistance to its 
passage is felt; but with moderate pressure thi: 
is overcome and the dilator slips through into th: 
stomach. This procedure confirms the diagnosis 
of spasm as against an organic stricture, which 
is unyielding and does not permit the passage 0 
so large a dilator. The distance of the strictur: 
from the patient’s incisor teeth is marked off on 
the whalebone staff. This distance is now meas- 
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ured off on the hydrostatic dilator and it is passed 
in a similar manner over the thread. When the 
dilator is in the correct position, the water is 
turned on and the pressure in the bag is increased 
up to the desired point by compressing the outlet 
tube. «As soon as the gauge registers the desired 
pressure, usually from 15 to 20, the water is re- 
leased and the bag removed. The thread is cut 
off close to the patient’s mouth and the remainder 
swallowed. 
RESULTS OF TREATMENT 

In nearly all my cases 
heen successful. In two patients two dilatations 
were necessary. In one instance the patient de- 
veloped a pulmonary lesion, which may have been 
the result of a slight splitting of the esophagus 
or an aspiration pneumonia. The patient recovered 
aiter a brief illness. In two patients the hydro- 
static dilator was not used, but a size 60 French 
olive was used in its stead. These patients also 
obtained complete relief. 


a single dilatation has 


Patients usually complain of a little soreness 
under the lower end of the sternum after treat- 
ment, but this passes off after a day or two. The 
spasm is relieved immediately, and the patients 
are able to eat a large meal without difficulty a 
few hours after the procedure. 

CONCLUSION 

The results following hydrostatic dilatation of 
cardiospasm are so gratifying to both patient and 
doctor that it seems worth while to again call at- 


tention to this fact. 
2000 Van Ness Avenue. 


DISCUSSION 


WIL LIAM J. Kerr, M.D. (University of California Hos- 
pital, San Francisco).—It has given me a great deal of 
pleasure to read Doctor Nagel’s instructive paper on 
Cardiospasm.” There is not much doubt that most of 
the patients described by Doctor Nagel, in reporting his 
experience in fifteen cases, have reached the stage where 
forceful dilatation of the cardiac sphincter is perhaps nec- 
essary in their treatment. The condition is somewhat 
analogous to the pylorospasm occurring in infants, where 
the tissue becomes extremely rigid and would remain per- 
manently so unless some mechanical measures were em- 
ployed to relieve it. In my opinion, these two conditions 
are examples of structural change which results from 
long-standing functional disturbance. 

If one can recognize patients who have a tendency to 
cardiospasm, and can approach them from the standpoint 
of functional disturbance, going into their psychological 
problems and treating them first in an attempt to remove 
the cause of their trouble or to make the situation in 
which they find themselves comprehensible to them as a 
cause for their symptoms, I am sure that a good deal can 
he done to prevent the later stages which Doctor Nagel 
rightfully suggests should be treated by forceful dilata- 
tion. It may be necessary to make use of sedatives and 
antispasmodic drugs, and to treat the autonomic nervous 
system either on the parasympathetic or, perhaps, on the 
sympathetic side; but this must be handled in an indi- 
vidual manner on the patients as they present themselves. 
li one follows the directions which have been given by 
he author, there is very little probability of injury to the 
tissues around the lower end of the esophagus, and one 
is not likely to have mediastinitis or other local infections 
rise following trauma to the tissues and perhaps exten- 
sion of infection from the lumen of the esophagus or 
stomach, 
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Witr1am Dock, M.D. (Stanford University Hospital, 

San Francisco).—The treatment of cardiospasm by force- 
ful dilatation, with a dilator of large caliber, is one of 
the most satisfactory therapeutic procedures in all medi- 
cine, as those of us who have followed Doctor Nagel’s 
cases, or cases similarly treated elsewhere, are well 
aware. While the treatment must be used with strict 
care as to its details, and preferably only after much 
experience in assisting at the operation, the actual dis- 
comfort and risk to the patient are not great enough to 
justify other forms of therapy except under unusual cir- 
cumstances. Mild cases unable to obtain such therapy 
may be controlled by allowing them to pass a mercury- 
weighted Ewald tube before and after meals, as described 
by Arthur Hurst in 1924, and very long-standing 
with tortuous gullets may require gastrostomy, retro- 
grade dilatation and other procedures; but the majority 
of instances met with in practice are best managed by the 
technique described here. It should be noted that the dis- 
turbance affects the lower esophagus, and is due to its 
failure to relax as the peristaltic wave comes down. A 
tube passes through easily, and is not gripped as the spas- 
tic anal sphincter grips the examining finger. But only 
forceful overdilatation can be relied on to give more than 
transient relief. 
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PART 11? 
INDIAN CONTRIBU 
OWEVER, Governor Winthrop’s son, J. Win- 


throp, Jr.. copied some worth while things 
from his red-skinned friends. A short discussion 
of these will indicate the contributions of the In- 
dians. Doctor Winthrop praised their use of to- 
bacco, saying, “The juice of the green leaf healeth 
green wounds, although poysened” (Packard). 
The juice referred to by Winthrop cont ins nico- 
tin, which acts as an antiseptic, but, if used too 
liberally, as a strong poison. Winthrop adopted 
this remedy for his formulary. The Indians, like 
the colonists, knew about cauterizing wounds to 
prevent infection. The Indians used cauterization 
in a very novel way to keep prisoners from run- 
ning away. W inthrop states that the Indians cut 
away half of a prisoner’s foot, then took the skin 
and wrapped it over the wound and cauterized it, 
thus preventing the prisoner from running 
cause he had only half a foot. The Indians 
knew about cascara, a drug official in modern 
pharmacopeias, and used it both for painting 
themselves and as an emetic for the sick. 
However, the Indians were worse off than the 
colonists when it came to epidemics. An old 
English writer states, “They (Indians) were also 
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considerable heretofore, about 3,000 men. 

Sut they also were almost totally destroyed by the 
great sickness (plague) before mentioned, so that 
at this day they are not above 250 men besides 
women and children” (Blanton). The reason the 
Indians suffered was that they lived in much filth. 
They sometimes housed as many as nineteen per- 
sons in one tent. It is no small wonder, there- 
fore, that they had great epidemics and sickness. 
Malaria was common among them because they 
drank water from stagnant pools in which the 
mosquito laid its eggs. On the other hand, the 
colonists did not suffer as much, because they 
did not walk among the natives during the epi- 
demics. In all probability the epidemics were not 
contagious. It is more likely the colonists were 
cleaner, and kept themselves covered more, thus 
reducing the chances for mosquito bites and ma- 
laria. There is no doubt that the colonists received 
some valuable remedies, as well as some worthless 
ones, from the Indians. Sweating in tents was 
extensively emploved by the Indians, and _ this 
practice was adopted by the colonists and their 
doctors; but its proper use was apparently not 
correctly understood. *And disease, of course, also 
was not understood, and only scattered references 
to this phase are made by colonial writers. 


MEASLES 


diseases 
known 


Governor Winthrop’s descriptions of 
are brief, and therefore little is actually 
about the prevailing sickness of the Colonial times 
in New England. However, a most prevalent dis- 
ease at that time was measles, which was not 
, but was found 
Virginia, and in the middle 
For, in Philadelphia, there was quarantine 
against measles as early as 1736, and perhaps 
earlier. New York also passed laws, in or about 
1650, prohibiting the docking of ships that carried 
measles. Once, however, ships got into port with- 
out knowledge of the local authorities and as a 
result there soon appeared an epidemic. The care- 
less attitude of the officials and people often made 
the work of these early physicians extremely diffi- 
cult. They were forced to combat not only 
ease, but also the puritanic and 
virtues of the God-fearing populace. 


limited to the Massachusetts colony 


also in the Carolinas, 
states. 


dis- 
straight-laced 


ON THE TEACHING OF ANATOMY 


\bout 1763 there appeared a certain young 
man, named Dr. William Shippen, who tried to 
teach a few loyal followers something about 
human anatomy. It appears, however, that his 
teaching of anatomy was periled considerably by 
some Philadelphia citizens, who demanded that 
he stop disgracing God and nature by making 
autopsies on human beings. The good doctor took 
no heed of these protests, with the result that he 
was very nearly lynched. If he had not been pro- 
tected by a friend he might not have continued 
his work and never have achieved the fame which 
later was his. The wrath of the people at times 
knew no bounds. When Cotton Mather and Dr. 
Zabdiel Boylston had completed their inoculation 
experiments, they were threatened and openly at- 
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tacked. Sometimes the doctors had to make all 
their calls at night, and they always were on their 
guard against attacks. Doctor Shippen was forced 
to dig up graves in order to obtain subjects for 
his work on anatomy. Boylston secretly practice: 
inoculation experiments on his negro servants an 
immediate family. 


INOCULATION EXPERIMENTS OF 
ZABDIEL BOYLSTON 


Here it should be noted that Boylston was con 
siderably ahead of the English physician, Edwar« 
Jenner, who is generally credited with having 
introduced vaccination for smallpox. Jenner makes 
no reference to Boylston or Mather in his paper 
entitled “Vaccination Against Smallpox,” pub- 
lished in 1798, although he may have done so 
in his first paper, written in 1796, which was 
never published. Nevertheless, Boylston was later 
recognized for his work on vaccination in Jen- 
ner’s country, for he was introduced to the 
Court and made a Fellow of the Royal Society. 
It is of further interest that Boylston was a 
cousin of Cotton Mather’s, and it was Mather 
who suggested to Boylston to try vaccination for 
smallpox. Mather, in turn, got the idea while 
browsing through English literature, where he 
found that vaccination was practiced extensively 

Turkey during the Crusades. Thus, it seems 
clear that the colonists and their physicians were 
not lacking in powers of actual observation 
and appreciation of significant phenomena for 
good health and protection of their people. In 
fact, they were more alert and progressive than 
were their colleagues abroad, who were more ad- 
vantageously situated, but their rewards were piti 
fully small. 

FINANCIAL REMUNERATIONS 


It may be of interest to consider briefly the 
remuneration that these early doctors received for 
their professional services. The case of Dr. James 
Oliver, practitioner of “physic,” is interesting in 
this connection. It seems that Doctor Oliver 
charged only modest sums for his medicines and 
visits. It is pathetic to find that the good doctor 
often had no money for making visits, for patients 
paid little or nothing. For instance, one J. Han 
cock paid Doctor Oliver, but the doctor received 
“no pounds, no shillings, and sixpence.” Although 
Doctor Oliver often attended as many as twenty 
or thirty patients daily, and more during epidemics, 
he received the total sum of only seven pounds 
and two shillings, or something over $35, for all 
his work. Truly, the life of the colonial docto: 
was far from the proverbial bed of roses, and his 
practice was anything but lucrative. Perhaps son: 
of the colonial doctors never received their jus‘ 
dues because of the unpalatable medicinal con- 
coctions which they prescribed for their patients 
In fact, these mixtures were often so revolting 
to take that the patients were forced to expecto 
rate them and, therefore, no good came of then 
The treatment seemed worse than the disease, and 
the patient recognized that he recovered withou 
the doctor’s medicine and thus denied the valu 
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of medical services. To make matters worse for 
the colonial doctors, there was the competition 
irom midwives, who, in a way, were better ap- 
preciated because of their personal services. 


INFLUENCE OF MIDWIVES 


It may be reasonably doubted if midwives should 
he classed professionally with medical practition- 
ers. However, by the middle of the seventeenth 
century they were regarded as being equally im- 
portant and, therefore, they may be considered 
here. The other two classes of practitioners were 
physicians and surgeons. In any event, the mid- 
wives considerably affected the lives of the colo- 
nists and the work of the early physicians. During 
childbirth, no female patient was allowed to be 
attended by men. As a result, midwives were ex- 
pected to take care of the mother as well as the 
child. Some of these midwives, among whom one 
of the most outstanding was Mrs. Ann Hutchin- 
son, who founded a colony in Rhode Island, were 
highly proficient in this trade, and made it the 
sole business of their lives. The great class of 
midwives was built up and reigned supreme in 
obstetrics during the seventeenth and eighteenth 
centuries. Their extinction resulted only in the 
latter part of the eighteenth and the middle of the 
nineteenth centuries, when it was found that they 
often carried the germs of the dreaded puerperal 
fever. Undoubtedly their creed was, “let nature 
do the work.” The result of this was that the 
proportion of children born dead in the Colonies 
was only a little less than the proportion of chil- 
dren that survived, Oftentimes the midwife was 
eareless, the child was miscarried, and the mother 
died of puerperal fever. At times, of course, 
there were factors which could not be controlled 
or prevented. In one case in particular, when 
Mrs. Ann Hutchinson was acting as a midwife 
for a woman, the child born was a monstrosity, 
and Mrs. Hutchinson was required to appear be- 
fore a Massachusetts court. She was charged with 
bewitching the child because she had muttered 
something before its birth. If she had not escaped 
to Connecticut, she would have been hanged. 
Similarly, in the early histories of Virginia, New 
York and New Jersey, midwives were often perse- 
cuted for something which they could not help 
or control. Again, the crude practices of these 
midwives make one wonder ‘that the colonists sur- 
vived as well as they did. 

The important thing to note here is that the 
midwives, though often uneducated and generally 
untrained in the medical work they were doing, 
nevertheless played an important part in the lives 
of the colonists. They also constituted a fair per- 
centage of the population, and were always in 
demand. So far as the colonists were concerned, 
the midwives were on the same plane as physicians 
and surgeons, despite their lack of learning. How- 
ever, they contributed nothing real or lasting to 
a 0 proper, except possibly their dangerous 

ractices, which gradually caused the people to 
turn to the physicians. According to Mumford, 
one of the first male physicians to attend a woman 
luring childbirth was a man from the Colonies. 
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His name is not given by Mumford, but he points 
out that the physicians of these small settlements 
were wise enough to teach the people the impor- 
tance of a physician taking care of the mother as 
a patient. In this respect, they were at least even 
with, if not somewhat ahead of, the doctors of 
the mother country. England had not yet enter- 
tained the thought of banishing midwives, but the 
colonists had dropped them as a class. Not only 
did the colonists lead in this regard, but also in 
the practice of medicine proper. They were dis- 
carding most of the ineffective remedies of the 
old formularies, and in their place were substi- 
tuting more desirable and effective drugs. 


COLONIAL FOUNDATIONS 


A prominent American phy sician has said that 
the physicians of the continental colonies were 
among the leaders in medicine of the world dur- 
ing the seventeenth century, and it is not difficult 
to agree with him. There is much evidence of a 
real scientific interest among the colonial phy- 
sicians, and, if it had been properly sustained, 
American medicine would have progressed faster 
and farther. As it happened, there was stagnation 
for more than seventy-five years after the colo- 
nists, and a domination by a spirit of commercial- 
ism until about forty years ago, when medicine 
in this country was again gripped by a scientific 
spirit which continues with increasing importance. 

Looking back at those early times, it seems fair 
to conclude that by the time of the American 
Revolution, medicine in the continental colonies 
had a pretty fair foundation upon which could be 
laid the cornerstone of modern American medi- 
cine. We owe a great deal to these colonists and 
their physicians, who came here unprepared gener- 
ally for diseases, many of which were new to 
them. Through their own ingenuity, and adap- 
tations from various sources, they worked out 
methods for successfully combating and control- 
ling the maladies. As already indicated, the colo- 
nists had to be more practical because they had 
few medical books or guides from England, and 
those that came were often out of date. The colo- 
nists, therefore, had to start by making first-hand 
observations on patients, and then, with the — 
of some Indian, old English concoctions, and ¢ 
a few of their own, they gradually ruled out v: a 
less cures and treatments. Many of these were, 
unquestionably, primitive. However, these and 
more may be legitimately excused, as well as pray- 
ing over inveterate maladies attributed to demo- 
niacal possession and other questionable methods, 
which today would cause amazement. These peo- 
ple may be excused, because they learned from 
first-hand experiences, by a sort of trial-and-error 
method. Of course, many times the patients got 
well because they had been helped by nature, 
rather than by the treatment. Be that as it may, 
the colonial physicians were conscientious, ever 
alert, practical men, who sought—and many times 
in vain—to save their friends, neighbors, and rela- 
tives from the clutches of death. They 
humanitarians and more. 


were 













































































































































































































































































































































































278 CALIFORNIA AND WESTERN MEDICINE 


In reviewing the achievements of the seven- 
teenth and early eighteenth centuries, there is to 
be found a long list of honored names, and a 
precious record written in private memoirs, in 
public charities, and in permanent contributions 
to medical science. Through their earnest en- 
deavors, our predecessors, the colonial physicians, 
were among the leading, and in some things the 
leading, medical practitioners and investigators 
of these centuries. Because of the basic interests 
held by these old colonial practitioners, many of 
whom were also preachers, blacksmiths, and other 
tradesmen, American medicine has been built up 
to the highest degree of efficiency of all nations. 
It has become highly specialized to suit the needs 
of the many diseases now known, and of con- 
ditions which have developed with time. How- 
ever, much of this is due to the firm and original 
foundations, especially the will for self-improve- 
ment, passed on to us by those old colonial prac- 
titioners. 

The founding of the following important insti- 
tutions and organizations in their time will bear 
witness to the colonists’ great foresight and wis- 
dom: The first hospital in Long Island (1653), 
College of William and Mary (1693), Yale Col- 
lege (1701), the Philadelphia Hospital (1721), 
the Medical Society of New York (1749), Co- 
lumbia University (1756), University of Pennsyl- 
vania Medical School (1765), the first medical 
school in this country, Columbia Medical School 
; 1768), Princeton College (1776), the first Ameri- 

‘an pharmacopeia published by William Brown in 
1 *hiladelphia (1778), Harvz ard College (1636) and 
Harvard Medical School (1782). In 1799 Con- 
gress passed the first quarantine act. Attempts at 
state regulation of medical practice were begun in 
New York in 1760, and in New Jersey in 1772; 
some kind of control also being exercised in Mas- 
sachusetts and New Hampshire in 1781. In that 
early era of our country, that student of medicine 
and immortal surgeon, Dr. John Collins Warren, 
came into the world (1778), a man who will 
always be remembered for making, in 1846, the 
first completely painless surgical operation with 
ether anesthesia at the Massachusetts 
Hospital. 


General 
Thus, everything considered, the continental 
colonists and their physicians were not only not 
lacking in appreciation of the great medical dis- 
coveries and developments in the Old World, but 
they actually began and made many of their own. 
They laid the foundations for great institutions 
and opportunities in this country, and these same 
institutions and influences have continued to ex- 
pand and develop down to the present day. All 
this testifies to the remarkable wisdom and _ fore- 
sight of these colonists. Indeed they builded more 
and better than they realized. For today, Ameri- 
can medicine leads all countries of the world in 
its high achievements, discoveries, 
to the public health and welfare. These colonial 
contributions in medicine’ must be regarded as of 
the first order, for the seeds of some of them have 
given richly deserved harvests. They have affected 


and devotions 


+ References will appear in author's reprints. 
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institutions and teachings of medicine not only 
in this country, but throughout the world. Henc« 
it can be said truly that American colonial medi- 
cine made a real, substantial, and lasting contribu- 
tion to all populations, in all countries, and fo: 
all time. 


CONVERSATIONAL GEMs oF Dr. J. P. W1pDNEY* 


Founder of the Los Angeles County Medical Association: 
At Age of Ninety-Five Still Active in Literary 
and Church Work 


It is the getting, not the having, that makes the man. 

The sickle is the test of the plow. 

It takes a strong man to acknowledge his own weak 
ness. 

Our system of merchandising involves a great loss of 
time. 

Do not make the postscript longer than the letter. 

There can be no flour unless there is grist in the mill. 

The people of the East are dreamers, but dreamers ari 
dangerous when they wake up. 

It takes brains to handle a pick and a shovel efficiently. 

When you begin to repair an old house, open your purse 
and shut your eyes. 

Thinking is the price of safety in our modern civili- 
zation. 

Only the Infinite can comprehend the infinite. 

Face-lifting is simply another name for pocket-lifting. 

Men do not jump to success. It is.the plodder that gets 
there. He was possessed by a great idea. A great idea 
is a great asset. 

When you have a physician who begins to talk of cal- 
ories and vitamins, run for your life. Eat what you want 
and you'll get well. 

A discontented old age shows a life not satisfied with 
the harvest. 

Civility is an asset that pays heavy returns. 

Dignity is a good thing, but it does not do for a stary- 
ing man to be so dignified he cannot eat without a napkin. 

The piano is a machine. The organ has a soul in it. 

The cello is the peace-maker among discords. 

Brains can outwork brawn. 

It takes brains to keep a face young. 

The violin may be either angelical. or diabolical. 

When the thief has all he wants, he wishes everybody 
to turn honest. 

The world is topsy-turvy climatically, 
cially, socially, religiously (1934). 

The world is bigger than the men who are trying to 
run it. 

Selfishness cannot be concealed. It will crop out. 

Do not spoil the sunshine of today by thinking of the 
clouds that may come tomorrow. 

No man is strong enough to stand without friends. 

The only real tenure of land is strength to hold it. 

There is no juggling of funds in the books of the Re- 
cording Angel. 

Good subordinates often do not make good principals. 

It is the incompetent man that never wants advice. 

The competent bookman is the man who knows not 
only the stores of his own land, but the bookstores of tl 
world. 

The man who cannot see greatness in others has 
greatness in himself. 

I can take a fifty-foot lot in the city 
country. 

Never use a long word if a short word will express t! 
thought. 

Whenever you find a man who thinks he is the onl 
honest man, do not indorse his note. 

Life is a mirror. You see yourself wherever you go 

The piano is an instrument of percussion, ordinari! 
used for pounding time. 

Of many a book I read the table of contents only. 

Work is salvation. Idleness is destruction. 

(To be continued) 


financially, r 


and live in tl 


* Compiled by Rebecca Davis Macartney. 
Previous excerpts from the Macartney compilation we! 


printed in the July issue 


(page 61), 
171) 


and August issue (pa 
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A SELF-RELEASED LOCK-BOLT FOR FRAC- 
TURES OF THE FEMORAL NECK* 


By E. W. Creary, M.D. 
AND 
Gorpon M. Morrison, M.D. 
San Francisco 


DEVICE which.locks into the head fragment 

so firmly that the reduced fractured surfaces 
of the neck may be impacted securely and perma- 
nently together, is much to be desired. 

One of the writers, Doctor Morrison, has in- 
vented a device which has proved so satisfactory 
that this preliminary report is in order. 

This instrument is a hollow bolt of stainless 
steel, three and one-half inches long and one- 
quarter inch in diameter. The penetrating end has 
a slot three-quarters inch long and one-eighth inch 
wide, holding two levers hinged on a single cross- 
pin. While the bolt is being inserted, these lock- 
ing levers lie completely within the slot. When 
the bolt is in place, the locking levers are pushed 
out by a threaded pin one-eighth inch in diameter, 
which traverses the hollow in the bolt to a position 
transverse to the long axis of the bolt. The pro- 
truding end of this pin has a knob by which it 
may be easily turned. The protruding end of the 
bolt is fitted with a loose-fitting nut. When the 
lock levers are out, and this nut is turned up tight 


*From the Orthopedic Service of the San Mateo Com- 
munity Hospital, San Mateo. 


Fig. la Fig. 1b Fig. 1c 
Fig. la.—Showing slotted end with levers folded within 
1t. Bolt is inserted in this position. 
Fig. 1b.—Bolt with internal member screwed down, 
ich forces levers out of shaft and locks them in a trans- 
rse position. 
Fig. 1c. —Internal member has been withdrawn. The 


\ “a are folded over the end of the bolt, as in extraction 
f bolt. 


CLINICAL NOTES—CASE REPORTS 


CLINICAL NOTES AND CASE 
REPORTS 


Fig. 2 (Case O. W.).— Bolt transfixing femoral neck. 
Transverse members are not seen, as they are in the A. P. 
plane. 


against the cortex, the reduced surfaces are held 
so firmly together that no cast, splint or other 
external fixation appliance is necessary. The pa- 
tient may be freely turned in bed, and may be 


Fig. 3 (Case O. W.). — Lateral, showing bolt in femoral 
neck with levers in transverse position. (The apparent 
bending of the bolt is caused by the use of a curved cas- 
sette in taking this picture.) 
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gotten up on crutches as soon as the wound has 
healed. 


When the bolt is to be withdrawn, the center 
pin is unscrewed and the locking levers rotate 
back beyond the end of the bolt and flush with 
its surface, thus offering no possible obstacle to 
withdrawal. 

Our procedure is to reduce the fracture under 
local anesthesia by Leadbetter’s maneuver, check 
reduction by heel-palm test, and confirm by A-P 
and lateral x-rays. These are taken with four 
Michel clips, so placed in the skin about the hip 
that the clips and their shadows in the x-rays 
enable us to aim the one-quarter inch drill used 
to make way for the lock-bolt. We expose the 
trochanter for the drill under local anesthesia. 
X-rays check the position of the drill, which is 
withdrawn and the bolt immediately inserted. The 


bolt is locked and tightened as above described. 
490 Post Street. 
San Mateo Community Hospital. 


DOUBLE UTERUS WITH FEATURES OF 
SPECIAL INTEREST 


REPORT OF CASE 


By Caru H. Tatmace, M.D. 
Sanitarium 


HE case of double uterus here reported repre- 

sents failure of fusion of the Mullerian ducts 
from the pelvic outlet upward, associated with 
partial obstruction of the introitus. It is remark- 
able that the patient was not aware of any pelvic 
abnormality, though she had been married for 
eleven years. 

Another feature is the development of fibro- 
myomata in both uteri, with resultant pressure 
symptoms. The anatomical features are similar to 
the case reported by Dr. Joseph B. De Lee, except 
that bilateral fibromyoma were present instead of 
a pregnancy. 

REPORT OF CASE 


Mrs. F. H. R., white, age forty-three. The family his- 
tory was irrelevant. The patient had the usual diseases 
of childhood, and has since had the following: alveolar 
abscess, renal calculus, aet. thirty-one. She had _tonsil- 
lectomy and thyroidectomy. 

Menstruation began at twelve. She had regular periods 
of three to five days’ duration, with twenty-eight-day 
interval. The flow has become more profuse in recent 
years, without associated pain or headache. During the 
past year, menstruation is described as very profuse and 
followed by weakness and pallor. 

She was married at the age of thirty-two. Due to fear 
of childbirth, and a desire to lead an active life outside 
her home, she had abstained entirely from sexual relations 
and, consequently, there have been no pregnancies. 

Generalized abdominal pain, associated with distention 
and excessive amounts of gas, came on one month previ- 
ous to admission. This was most severe two to five hours 
after meals, and also kept her awake at night. Fasting 
and the use of enemas gave a degree of relief, and she had 
fasted three days when she was admitted. There had been 
swelling of the ankles, which started at the age of sixteen, 
and this swelling was more marked in recent years. Re- 
cently she has slept with the foot of her bed elevated 
to reduce the swelling. Pain and stiffness of joints of 
fingers had been noted. Nocturia once had become a usual 
occurrence. 
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Fig. 1.—Diagrammatic drawing showing anatomic 
features and relationships. 


Examination showed a pale but well-nourished white 
female. There is a transverse scar on the neck. The find 
ings of the heart and lungs were essentially normal 
Blood pressure was 130/75. Upper abdominal findings 
were normal, but there was hyperesthesia and resistance 
in the lower abdomen, which was more marked on the 
right. A mass seven centimeters across could be felt 
the lower right quadrant. There was puffiness of the 
ankles. No swelling of the joints of fingers could be de 
tected. Vaginal examination was unsuccessful, because th« 
introitus was so small that one finger could not be intro- 
duced without pain. No other abnormality of the external 
genitalia was noted at this time. Bimanual examination 
was done with the finger in the rectum. A mass was out- 
lined to the left which was interpreted to be the uterus 
displaced to that side. On the right was a larger mass, 
which was quite hard. There was no induration of tissues 
but the masses palpated were firm and irregular. It was 
not determined whether the two masses were attached or 
separate. 


Blood count was reported as follows: Hemoglobin, 5) 
per cent; red cells, 3,380,000; white cells, 5,800. Th« 
differential showed a lymphocytosis. The urine findings 
were normal. 


Operation—The patient entered the hospital August 12. 
1935, and laparotomy was performed the following da 
Midline incision above the pubis was made, and explora- 
tion revealed a large uterus lying in the right side of t 
pelvis. On the left another enlarged uterus with fibroid 
pedunculated from the fundus was found. The uteri were 
not united above the cervix, and a strip of peritoneum 
passed from the bladder to the cul-de-sac between then 
Each uterus had one round ligament, and one fallopian 
tube with normal ovaries in relation to the tubes. 


The procedure consisted of removal of the fibroid fro: 
the left uterus to improve exposure, followed by remova! 
of that uterus, leaving the cervix in situ. The large uterus 
on the right was next removed, leaving the cervix. Fallo- 
pian tubes and ovaries were left in both sides. After 
careful ligation of uterine and ovarian vessels, the rou! 
ligaments were sutured into the stump of the cervix on 
each side, and the bladder fold of peritoneum was sutur: 
over the raw areas. Appendectomy was done, after whi 
the abdomen was closed by my usual technique. Pe 
mission to do plastic on the introitus had been deni 
so it was not done at this time. 
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Permission was subsequently obtained, and on August 20 
examination and plastic procedure were carried out. Two 
openings were found inside the labia minora, with a verti- 
cal septum between them. The opening on the right would 
admit the tip of the finger, but the left was smaller. The 
hymen was not ruptured. The openings were enlarged, 
and the septum was found to extend the entire length of 
the vagina, and a small virgin cervix was found at the 
apex of each vagina. The septum was severed between 
clamps, and sutures were placed to prevent bleeding. 


The pathologist reported that the right uterus measured 
11x 12x9 centimeters and weighed 454 grams. The left 
uterus measured 7.5 x 7 x 5 centimeters and, together with 
the pedunculated fibromy oma, weighed 220 grams. The 
pedunculated fibromyoma measured 8 x 5 5x5 centimeters 
and weighed 94 grams. Numerous other fibromyoma were 
found in both uteri; the largest one measured eight centi- 
meters in diameter. 


The patient had an uneventful convalescence. Exami- 
nation four months later revealed satisfactory healing. 
The vagina admitted two fingers and is of normal depth. 


Satisfactory coitus was reported. Blood count was near 
normal, 


FUNDAMENTAL PRINCIPLES IN FRACTURE 
SURGERY 


By H. W. Sprers, M.D. 
Los Angeles 


HE treatment of fractures in recent years has 

been assuming more and more the center of 
the surgical stage. The x-ray spotlight is focused 
on the “fracture surgeon. The age of high-speed 
transportation for rich and poor alike i is producing 
an ever-increasing number of serious fracture 
problems. It behooves even those who see these 
cases only occasionally to be prepared in the 
essentials of successful treatment. 


There seem to be four fundamental principles 
in the treatment of all fractures. They are: 


1. Reduce by traction and countertraction. 


Place the distal fragment in line with the 
proximal fragment. 


3. Immobilize until firm union takes place. 


4. Immobilize the joints proximal and distal to 
the site of the fracture. 


Proper consideration and coérdination of these 
principles will, in the large majority of cases, keep 
the fracture surgeon on the high road to success. 

Nature’s invariable and involuntary response to 
bony structural damage is muscle spasm. It is 
nature’s method of splinting the part. Overriding 
and malalignment is due to, in a large part, and 
maintained by, muscle spasm. There are several 
ways of overcoming muscle spasm: 


(a) Anesthesia—general, spinal, block, or local. 

(b) Temporary traction by hand, by traction 
tables, frames, and the like. 

(c) Continuous traction—skin or skeletal. 


To correct overriding of the fragments, trac- 
tion and countertraction with, or without the as- 
sistance of anesthesia, would seem to be and is a 
mechanical necessity. The distal fragment must 
be pulled by the fixed proximal one until the 
normal length is restored. 


The distal fragment should be placed in line 
with the proximal one. Proper alignment is me- 
chanically essential if the part is to be restored 





CLINICAL NOTES—CASE REPORTS 


functionally unimpaired. A study of fractures will 
soon convince one that the proximal fragment, 
attached to its fulcrum, is still a lever responsive 


to certain, though changed, muscle-pulls. In gen- 
eral, it assumes a fairly fixed position. The posi- 


tion of this fragment is not readily changed. On 
the other hand, the distal fragment is the free 
one in most instances. It is readily manipulated 
and aligned. Therefore, the second fundamental 
principle requires consideration in proper treat- 
ment. End-to-end apposition of fragments is not 
necessarily essential to a satisfactory functional 
or cosmetic result, but it is desirable. Alignment 
is essential. Variation from normal alignment of 
the shaft of a bone always means mechanically 
defective function. Malalignment of the crank- 
shaft of your automobile means bearing trouble 
promptly, The same applies to the extremities or 
the trunk. This is particularly true of the lower 
weight-bearing extremity. This principle is being 
more and more evaluated in the care of fractures 
of the spine. Restore the normal curves, and 
normal function will be more surely restored. 

The sequence of events that takes place in es- 
tablishing bony union is quite definitely known. 
Disturbance of this sequence seems, to a degree, 
to be resented by nature. Injudicious mobiliza- 
tion of fractures during the early stages of union 
is, in too large a number of cases, responsible 
for the delayed and nonunions increasingly seen. 
The fracture site must be immobile until firm 
union takes place. The third fundamental princi- 
ple requires careful consideration in the plan of 
treatment. 

Fixation of the joints proximal and distal to 
the fracture site, in general, is a mechanical neces- 
sity. If one fragment is free to move, immobili- 
zation and alignment requirements are violated. 
Special instances, as Colles’s fractures and the like, 
allow violation of this fourth fundamental. It is 
largely applicable in fixation by splints, braces, 
casts, and the like. Certain traction methods allow 
for function of one or both of the proximal and 
distal joints, but they must be considered a spe- 
cial and exceptional method, and thought of as 
such. 

A word about the plan of treatment: To no 
small extent does the successful treatment of a 
fracture depend upon the plan as outlined at the 
beginning. In general there are many ways of 
handling each fracture problem. Certain serious 
fractures must be hospitalized. Some require 
recumbency. Others can be made ambulatory. 
Often a patient must be protected against himself, 
thus requiring “foolproof” care. The social, eco- 
nomic, and many other factors require consider- 
ation. Once a plan has been laid out, follow it 
through until its inadequacy has been proved. 
Often complications require a change, but with 
the change see that a new, well-thought-out plan 
is established. 

In conclusion: It is well to think through each 
fracture problem and plan its treatment in accord 
with the fundamental principles in the care of all 
fractures if an ultimate high percentage of success 
is to be obtained. 


2007 Wilshire Boulevard. 
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BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the workaday problems of the bedside doctor. 


Suggestions of subjects 


for discussions invited. 











SCARLET FEVER 
I. ETIOLOGY AND DIAGNOSIS 


E. B. Suaw, M.D. (384 Post Street, San Fran- 
cisco ).—Etiology.—Although the etiologic rela- 
tionship of the hemolytic streptococcus to scarlet 
fever has been almost indisputably established, the 
problems entailed in diagnosis and treatment have 
thereby not been notably simplified. There are 
so many differences of opinion regarding the sig- 
nificance of bacteriologic and immunologic studies 
of the disease that it is a difficult matter for the 
clinician to apply with complete consistency all of 
these laboratory observations to the management 
of the disease. 

A great many strains of the hemolytic strepto- 
coccus may be productive of the syndrome called 
scarlet fever. These strains vary widely in their 
biologic and immunologic characteristics, and the 
only property which they possess in common is 
their capacity to produce a soluble toxin capable of 
inciting the characteristic rash of the disease. This 
rash- -producing toxin may best be identified by a 
skin test performed with a filtrate of a suitably 
prepared and diluted broth culture of the strepto- 
coccus isolated from infected patients. When this 
toxic filtrate is injected intracutaneously into sus- 
ceptible human subjects, a characteristic skin re- 
action, the equivalent of the Dick test, is produced 
in twenty-two to twenty-six hours. To what ex- 
tent this rash-producing toxin is responsible for 
all of the clinical manifestations of scarlet fever 
is at present uncertain, although there is reason- 
able evidence that many of these symptoms are 
incited by this toxin. Not only are different 
strains of streptococci concerned with the patho- 
genesis, but at least two distinct toxins have been 
identified in different cases of the disease. 

No matter what importance we may ascribe to 
the soluble toxin in the pathogenesis, too close a 
parallel must not be drawn between scarlet fever 
and a disease such as diphtheria, which is due 
almost entirely to the activity of an exotoxin. The 
diphtheria bacillus behaves within the body almost 
purely as a saprophyte, exerting nearly all of its 
disease-producing activity by means of a soluble 
toxin. The hemolytic streptococcus, on the other 
hand, is capable of a far greater degree of para- 
sitism than the diphtheria bacillus; and although 
certain effects are unquestionably due to its solu- 
ble exotoxin, it is able to produce a far greater 
degree of locally destructive and invasive activity. 
The diphtheria bacillus exerts little or no patho- 
genic activity upon a patient demonstrably im- 
mune to its soluble toxin, as shown by a negative 
Schick or Kellogg test. Innumerable clinical ex- 
periences, however, illustrate that a patient who 


is naturally immune, or has been immunized arti- 
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ficially or by means of active disease against the 
rash-producing toxin of the scarlet fever strepto- 
coccus (demonstrated by means of a negative Dick 
test) may be infected by streptococci acquired 
through scarlet fever exposure, the resultant dis- 
ease often being no less severe in course, compli- 
cations, and sequelae than scarlet fever, lacking 
only the diagnostically significant rash. 

The attempt to apply bacteriologic information 
to the problem of diagnosis is equally difficult. 
The hemolytic streptococcus may be demonstrated 
in nearly every case of scarlet fever if cultural 
studies are carefully carried out, and it is possible, 
although impractical, to demonstrate that these 
cultures will produce the characteristic toxin. The 
persistent absence of hemolytic streptococci from 
the local infectious focus, which is usually the 
throat, in a patient suspected of having scarlet 
fever, has some weight against the diagnosis ; but 
if one attempts to utilize positive cultures as evi- 
dence in favor of the diagnosis, he is immediately 
confronted with the fact that a great many pa- 
tients, showing little evidence to support a clinical 
diagnosis of scarlet fever, will also yield cultures 
of hemolytic streptococci, which are indistinguish- 
able from scarlet fever strains. Not infrequently, 


in institution or family epidemics, numerous pa- 
tients will develop throat infections, among whom 
only a few may develop the rash and full-blown 
characteristics of scarlet fever; these latter will 


sometimes not be those most seriously ill. A posi- 
tive diagnosis of scarlet fever can be made only 
on clinical evidences, and not on the basis of bac- 
teriologic findings. The public health significance 
of positive bacteriologic findings during epidemics 
is obviously another matter, and is most difficult 
of satisfactory solution. 

Diagnostic Features of Scarlet Fever. — The 
diagnostic features of typical scarlet fever scarcely 
need be enumerated. Most commonly the first 
symptoms appear within a very few days after 
exposure, when the patient develops signs of 
severe tonsillitis or pharyngitis. The absence of 
tonsils is far from complete protection against 
scarlet fever. The precise symptoms of onset are 
of little critical significance; there is slight to ex- 
treme elevation of temperature and pulse, accom- 
panied by varying degrees of prostration. The 
original throat infection is often severe in charac- 
ter, there is much swelling, redness, and exudation 
of the local tissues. The rash usually appears 
within twenty-four hours, as a blush resembling 
sunburn, which rapidly spreads over the chest, 
abdomen, and back, being particularly marked on 
the lateral aspects of the body, and in the folds 
of the axilla and the groin. The rash may be most 
evanescent in character, but typically persists from 
four to seven days, becoming, meanwhile, some- 
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what more papular and elevated in character. The 
face, especially the circumoral region, is usually 
free from rash, and over the skin of the neck and 
of the extremities the rash is more scattered and 
somewhat more papular in character. Not un- 
commonly the papillae of the skin of the dorsal 
aspects of the distal phalanges of the fingers and 
between the eyebrows become distinctly promi- 
nent. During the next few days, changes in the 
coating of the tongue and enlargement of the 
lingual papillae characteristically produce at first 
the strawberry, and then the raspberry appear- 
ance. General lymphadenopathy commonly occurs. 
There is typically deepening of the pigmentation 
in the skin folds of the body, particularly at the 
bend of the elbow. Increase in fragility of the 
capillaries is readily demonstrable by the appli- 
cation of a tourniquet about the arm. The rash 
fades with varying degrees of rapidity, and is usu- 
ally succeeded by some desquamation which begins 
in the groin and axillae and is most typical during 
the third week in those cases in which there is 
pronounced exfoliation of the skin of the fingers 
and toes. In many typical cases, desquamation is 
not marked or seemingly does not occur, and 
although typical desquamation is strongly posi- 
tive evidence for the diagnosis, its absence is of 
little value as against the diagnosis. 

The diagnosis of classical scarlet fever presents 
little difficulty, and seldom requires other than 
clinical evidences to establish. The disease differs 
irom measles, German measles, and others of the 
exanthemata far more than it resembles them, 


and differentiation is of little practical difficulty. 


Drug reactions, particularly those due to arseni- 
cals and the barbiturates, are sometimes produc- 
tive of scarlatiniform eruptions which are best 
differentiated on the basis of history and the ab- 
sence of evidences of local streptococcus infection. 
The greatest diagnostic problem is presented 
by patients in whom the entire disease is very 
mild and with atypical rashes accompanying either 
mild or severe local infections. In these cases the 
diagnosis must rest almost entirely on clinical 
grounds, although the persistent absence of hemo- 
lytic streptococci in cultures is against the diag- 
nosis. The physician should take care that his 
mistakes be made in the direction of safety, and 
should be prepared to make a positive diagnosis 
in the presence of only a few positive signs, never 
insisting that the clinical picture be present in its 
entirety. It is especially important that the diag- 
nosis be made early, for at this time symptoms and 
signs will almost surely be more suggestive than 
later ; moreover it is this stage at which communi- 
cability is greatest. In the presence of throat in- 
fections and a scarlatiniform rash, the burden of 
proof should be that the disease in question is not 
scarlet, and this diagnosis should be discarded only 
if a positive alternative diagnosis can be made. 
Duke-Filatow’s disease (Fourth disease) has 
been differentiated as a separate exanthem with 
many of the characteristics of scarlet fever, in 
which only a mild infectious course is observed. 
One should be most suspicious of the clinical 
criteria for this diagnosis; it should seldom (and 
I think never) be made, and is untenable unless 
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hemolytic streptococci are consistently absent 
from cultures. Scarlatiniform eruptions accom- 
pany hemolytic streptococcus infections not only 
of the throat, but also those of the middle ear, 
of the accessory air passages (in which a curi- 
ously protracted “prodromal” stage and a virulent 
course are sometimes seen), of infected wounds 
anywhere in the body, of infected cutaneous 
burns, and of infections of the uterus after de- 
livery. If one admits the etiologic connection 
between the hemolytic streptococcus and the erup- 
tion of scarlet fever, all of these cases should be 
regarded as scarlet and cared for with proper 
regard to isolation. It should be remembered, 
however, that there is a greater likelihood of dis- 
semination of infected mouth and nasal secretions 
than of infected discharges from these other foci. 
It should be particularly borne in mind that fol- 
lowing scarlet fever, purulent discharge from ears, 
nose, suppurating glands, or any other focus, are 
infectious as long as they may persist, and quaran- 
tine should be accordingly protracted. The causa- 
tive organism may persist in the pharynx for a 
much longer period than the usual quarantine 
period of three weeks. As the local infection sub- 
sides, the opportunity for the dissemination of an 
infective dose of streptococci is greatly diminished 
and the present length of quarantine is, there- 
fore, practically adequate. Certainly insistence on 
negative cultures prior to release from - irantine 
would prolong this period interminably many 
cases, and seems unnecessary on the cai of clini- 
cal experience. If negative cultures were required 
for release it would raise the embarrassing prob- 
lem of what should be done with the many healthy 
individuals who carry hemolytic streptococci in 
their throats, or with the many patients who have 
hemolytic streptococcus throat infections without 
other evidences of scarlet fever. It does seem de- 
sirable, however, that the physician exercise some 
control, with respect to the public health, over 
those patients known to have been exposed to 
scarlet fever who have developed throat infections 
without rash, although it is most difficult to main- 
tain an absolute quarantine for these patients. 
Certain skin reactions have heen proposed as 
of practical aid in diagnosis. (1) Patients who 
have scarlet fever should have had a positive (sus- 
ceptible) Dick reaction prior to attack, and during 
the early stages of the disease. The Dick reaction 
will usually become negative as the disease pro- 
gresses to recovery. There is, however, consider- 
able variation in this orderly sequence of events. 
The Dick reaction is more difficult of precise inter- 
pretation than the Schick reaction and, possibly 
for this reason alone, is distinctly less reliable. 
Clinically indisputable scarlet fever has been 
known to occur in those with previously negative 
Dick reactions. (2) The Schultz-Charlton reaction 
depends on the ability of convalescent serum or the 
serum of immunized horses, to neutralize the rash- 
producing toxin. Such a serum injected intra- 
cutaneously into a heavily erupted area during the 
early stage of the rash will produce a locally per- 
sistent area of blanching. This reaction has some 
diagnostic significance but is of little practical 
value, inasmuch as blanching is best produced i 
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typical eruptions and is hardly demonstrable in 
scattered atypical rashes where it would be of 
critical value. The utility of this test is further 
complicated by the fact that in using an immune 
horse serum for the blanching reaction, a zone of 
erythema may be produced by the serum which will 
obscure the blanching; furthermore, unpleasant 
manifestations of serum disease may be produced 
by even this small dose of horse serum. 


x* * * 


II. SYMPTOMS AND PROGNOSIS 


Aubert G. Bower, M. D. (136 North Central 
Avenue, Glendale).— Symptoms.— This disease 
shows most variation in its manifestations of 
any of the common exanthemata. While usually 
occurring within two to four days after a single 
known contact, its incubation period is erroneously 
believed to be much longer, probably because non- 
immune persons incurring more or less constant 
exposure in quarantined households are often be- 
believed to be incubating the disease before the 
actual infection finally results. However, the incu- 
bation period may at times be longer. 

The disease must be classified clinically accord- 
ing to its symptoms if we are to have a clear 
understanding of its clinical, therapeutic, and 
public health aspects. It may be classified on a 
purely clinical basis into three types: ordinary or 
simple; septic or scarlatina anginosa; and toxic, 
malignant, or hemorrhagic scarlet fever. After 
the particular type is clinically established, it may 
again be roughly subdivided into mild, moder- 
ately severe, or severe. Naturally, in such a 
protean disease, there will arise at times an over- 
lapping of symptoms that causes some difficulty 
in establishing a clean-cut differentiation concern- 
ing the classification of an individual case. Fortu- 
nately, this is not usually the case. In over a 
thousand cases observed in Southern California 
during the past year, it was rather easy to place 
over 95 per cent under the heading of simple. The 
septic case, while relatively rare, is next in number 
to the simple, while in this state, the toxic variety 
is very rare. The emphasis attached to classifica- 
tion is due to the fact that it furnishes the logical 
key to rational treatment. In few places in the 
temperate zone, is scarlatina as relatively mild as 
it is in California, and particularly in Southern 

California. Climate appears to exercise a moder- 
= influence, as contrasted with other parts of 
the country with more vigorous changes in season. 

Attention is invited to the danger, from a public 
health standpoint, of the very mild or abortive 
cases of the simple form, w hich are accompanied 
by the mildest of evanescent sore throats and 
ephemeral rashes in which a physician is rarely 
called, and which usually escape quarantine to 
spread the disease among susceptible contacts, who 
generally do not escape so lightly. With this ex- 
ception, little will be said about the symptoms of 
the simple type. All physicians are familiar with 
the sudden prodromal invasion, the vomiting, the 
anorexia, the hot, dry skin, the smart rise in 
temperature, the malaise, the circumoral pallor 
with flushed cheek, the coated tongue, and the 
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occasional headache, chill, or convulsion in smaller 
children. Cough is uncommon. The severity 
of these invasion symptoms may be used as a 
fairly accurate gauge as to the severity of the 
ensuing eruptive stage, which commonly follows 
in twenty-four hours. The rash usually occurs 
on the chest and spreads over the entire body 
within a day. It lasts from a few hours to a week 
or longer, but is usually fading rapidly at the end 
of three or four days. The rash on the palate and 
tonsils, and the strawberry or raspberry tongue 
usually complete the picture. The pulse is high 
and this persists until the rash fades. The fever 
averages 103 degrees. In the uncomplicated case 
the patient improves in well-being with the ap- 
pearance of the rash. While commonly described 
as an erythema, with the exception of the face, a 
careful scrutiny of a typical scarlet fever rash 
discloses that early it consists of miliary punc- 
tate macules, which later become papular, vesicu- 
late, and frequently pustulate. In the first phase 
the skin feels hot and velvety; later it affords a 
“goose flesh” sensation. Pastia’s lines appear in 
the folds of the elbow. Skin tests are unreliable 
in establishing the diagnosis. A leukocytosis of 
10,000 or more is usually present. 


With the subsistence of the rash, the desquama- 
tive stage ensues about the eighth to the tenth day. 
It may be limited to a few branny scales at the 
ends of the digits and on the hands and soles, or 
less frequently may involve all of the epithelial 
structures of the body. It may last only a few 
days, or continue for two months, but averages 
two weeks. The treatment of this form of dis- 
ease is entirely symptomatic and supportive. 

In the septic variety, 
gerated. 
from the onset. Fever is high, often ranging from 
103 to 107, and is of the fluctuating septic type. 
Attention is early invited to the exceedingly severe 
throat symptoms with thick, leathery greyish 
streptococcus membranes, which may extend to 
the nares or down to the trachea, and may only be 
distinguished from diphtheria by smear and cul- 
ture. This type of the disease is practically non- 
existent in individuals who have had a tonsillec- 
tomy. All the various stages in the unsuccessfully 
treated cases persist longer and are more severe, 
provided the patient survive. The throat remains 
sore longer. The sinuses and middle ear are early 
involved. The glands swell rapidly, and may sup- 
purate. Purulent discharge from the nose is com- 
mon. Extension from the involved middle ear to 
cause mastoditis is not unusual. Albumin, casts, 
and red blood cells are commonly present in the 
urine. The course of this type is uninfluenced by 
scarlet fever antitoxin, but the result of adequate 
immunotransfusion from a compatible conva- 
lescent donor, or of intravenously administered 
pooled, convalescent scarlet fever, human serum, 
is often one of the most gratifying and spectacular 
sights one may be permitted to see 

The malignant or toxic variety is, fortunately, 
most uncommon with us. Onset is exceedingly 
severe, and is ushered in by convulsion and hyper- 
pyrexia, or by sudden chill. The rash is hemor- 


all symptoms are exag- 
The patient is terribly sick, and septic 
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rhagic or purpuric in tendency. The nervous sys- 
tem is profoundly involved from the onset, and if 
the patient survive, there is a rapid tendency to 
enter the syndrome known as the typhoid state, 
with delirium, coma vigil, and carpholgia. Hema- 
turia occurs early. The tendency to unusual throat, 
ear, and upper respiratory involvement is absent. 
The picture is one of overwhelming toxemia, and 
the treatment should include the use of properly 
administered antitoxin, the result of which is often 
as spectacular here, as it is disappointing in septic 
and simple types. In fact, in the simple type, the 
urticaria produced by use of antitoxin is usually 
as bad, or worse than the disease. 

In the days of pre-aseptic surgery, scarlet fever 
originating from wounds was a well-recognized 
clinical entity. In observing several thousand 
cases, about the only survival of this type we 
have seen is that complicating septic abortion. In 
these cases, pooled convalescent serum and com- 
mercial ‘strepcococcus antiserum have been of 
great benefit, the antitoxin disappointing. 


Among the commoner complicating symptoms 
of scarlet fever, in general, may be mentioned 
those ascribed to nephritis, otitis media, and mas- 
toiditis, severe cervical adenitis, sinusitis, arthritis, 
endocarditis, and occasionally sinus thrombosis, 
brain abscess, and chorea 


Prognosis—The chances of recovery or death 
in this community vary with the type of the dis- 
ease and with the severity of the type. All toxic 
cases present a bad prognosis, if not treated 
early. All septic cases of any severity present 
a guarded prognosis, because of the ear and 
sinus complications, as well as those of the kid- 
ney. The prognosis in the common type, except 
in its severest form, is usually very good, bad 
prognostic omens being due almost entirely to 
complications involving the ear, nose, or throat. 
During the past year, in over a thousand cases 
hospitalized the total death rate in all types was 
just under two per cent. Very high white counts, 
50,000 or over, are of bad portent. In late years 
the death rate has tended to show a steady de- 
cline, being highest during the coldest weather. 
Scarlet fever, as commonly seen, is most danger- 
ous in infants under one year, and the majority of 
deaths occur in children under six years. It is 
extremely fatal to the few old people who take it. 


Among unfavorable factors may be listed: se- 
vere membranous sore throat, cutaneous or inter- 
nal hemorrhage, nephritis, mastoiditis, and sinus 


thrombosis. 
* * * 


III. TREATMENT 


Epwarp J. Lams, M.D. (1515 State Street, 
Santa Barbara. )—Preventive Treatment.—Hospi- 
talization is no doubt the most reliable method to 
check the spread of this disease. Home care can- 
not be credited with the necessary technique to 
prevent its spread. In the home care of a scarlet 
fever patient, the nurse and attending physician 
should use as careful technique as possible ; a gown 
should be worn in the sick room, the hands should 
be washed in 4 per cent lysol solution and rinsed 
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in 50 per cent alcohol solution. Eating utensils 
should be segregated and boiled. Discharge from 
mouth, throat, etc., should be immediately burned. 
Quarantine should be instituted as long as there is 
any discharge from nose, throat, mastoid, or sup- 
purating glands, since infection is not from des- 
quamation, but rather from discharge. 

Active Imimunisation——Most hospitals are 
munizing their staff of nurses and internes by an 
intramuscular injection of diluted toxin. Three 
injections are given one week apart. In private 
practice it is not commonly done, the reason being 
the reaction and the question of the length of the 
durability to the immunity. 


Nursing Care. — As in any acute illness, the 
patient should be combed to bed in a well-venti- 
lated room. The air should be fresh, but also 
warm to prevent chilling. Great care should be 
taken that the patient is at no time exposed to a 
draft. During the early stages of the disease 
no bathroom privileges should be allowed. The 
patient should be kept in bed as flat as possible 
for at least three weeks. Sponge-baths or cooling 
lotions, such as calamin lotion, may be applied to 
the skin for relief of itching. 

The diet should be light and fruit juices should 
be forced. With small children disinclined to 
drink sufficient fluid, we have found that feeding 
plain milk chocolate not only adds to the caloric 
intake and sugar requirement, but also stimulates a 
thirst for fluids. Weak beef or chicken broth may 
also be given for precarious appetites. Person- 
ally, I feel that this amount of protein in the diet 
would not be an important factor in the incidence 
of nephritis. The bowels should be kept active by 
enemata or mild laxatives. 

An ice collar is applied for an extremely red 
and sore throat. It has been our policy to give 
no mouth gargles for fear of inciting an otitis 
media. In case of profuse nasal discharge, con- 
tinuous warm saline irrigations are most bene- 
ficial. Antipyretic medication is of benefit for 
elevated temperature. Codein may for 
restlessness. 

The frequency and severity of serum reaction 
have limited the use of antitoxin to only those 
early cases showing a marked toxemia. When 
given, it is by the intramuscular route. 

Scarlet fever convalescent serum may be used 
to great advantage without severe reaction. The 
dose is from 20 to 100 cubic centimeters of pooled 
serum given intravenously ; the dose depending on 
the patient’s age and the severity of the disease. 
This convalescent serum may be repeated daily if 
necessary. The results in toxic cases have been 
striking when this serum is given within the first 
day or two of the disease. 

Regarding complications: The treatment of the 
patient should be with the point of view of pre- 
venting complications. 

Inspection of the temperature and pulse record 
will reveal evidence of beginning complications 
such as otitis media, mastoiditis, adenitis, arthritis, 
and endocarditis. 

Otitis media. 


im- 


be given 


Usually demands myringotomy, 
especially if there is any sign of bulging of the 
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“ar drum and an elevated temperature. Persistent 
purulent discharge from the canal warrants a 
roentgenogram study to detect the possibility of 
mastoid involvement. 


Daily excursion of temperature from normal to 
five or six degrees above normal suggests the 
likelihood of a mastoiditis or sinus thrombosis. 
Caution should be taken of the possibility of bi- 
lateral mastoiditis or bilateral sinus thrombosis. 
The treatment, of course, is surgical in the hands 
of a competent surgeon. 


Nephritis. A frequent complication, this may 
be apprehended by daily urinalysis. Nephritis may 
not occur until the second or third week. Kidney 
function tests and determination of biochemical 
values of the blood, as well as objective signs of 
edema will dictate the type of therapy. The usual 
non-salt diet, together with active cathartics and 
hot packs, will promote elimination and conserve 
kidney function. 

Adenitis. In early stages, ice-bag or cold appli- 
cations. Lugol’s solution (Miii, b. i. d.) for five 
or six days seems to have an alterant effect. If 
fluctuation occurs, hot compresses, incision, and 
drainage are indicated. 

Myocarditis. Stimulation may be necessary for 
a weak and rapid pulse. Strychnin, grain 1/200 
to grain 1/100, or camphor in oil, is often found 
valuable. 

Endocarditis and _ pericarditis. The patient 
should be kept at absolute rest in horizontal posi- 
tion, with ice-bag to precordia. Salicylates may 
be given by mouth. 


Arthritis. Apply olei gaultheria and olive oil, 
equal parts, to joints and cover with cotton and 
flannel bandage. If heart is not depressed, salicy- 
lates should be given. 








Malpractice: Ankylosis of Wrist Following Treat- 
ment of Infection—A nurse, while attending a child 
afflicted with streptococcic infection of the throat, No- 
vember 5, 1930, pricked the thumb on her right hand 
deeply with a pin. Infection of the thumb developed and 
the defendant, a physician, was consulted. The nurse was 
removed to a hospital and the hand placed in a hot saline 
solution to localize the infection, and hot wet compresses 
were applied. Later, incisions were made and gradual 
subsidence of swelling and a lowering of the temperature 
resulted. On November 22 and 23, however, the nurse’s 
hand gave evidence of ankylosis and the defendant applied 
a banjo splint to put the hand in a position of functioning. 
A cast was applied around the splint and the forearm. 
Claiming that a resulting stiffness of her fingers and wrist 
was due to the defendant’s negligent treatment, the nurse 
brought suit against him. The trial court gave a judg- 
ment for the plaintiff, and the defendant appealed to the 
Supreme Court. 


There was a conflict in the evidence, said the Supreme 
Court, as to whether, in the application of the banjo splint, 
the defendant retroflexed the hand at an angle of about 
90 degrees or at an angle of from 40 to 45 degrees. The 
plaintiff contended that the defendant had applied to the 
hand a splint holding the hand in an exaggerated reflexed 
position; the hand being drawn back at an angle of about 
90 degrees, and that the cast was applied around the splint 
and the forearm so tightly that it interfered with the cir- 
culation and with proper drainage. The defendant and the 
physician who administered the anesthetic prior to the 
application of the splint testified that the hand was placed 
in the splint at an angle of from 40 to 45 degrees. With- 
out passing on the evidence, the Supreme Court was com- 
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pelled to reverse the judgment of the trial court because 
of the court’s refusal to instruct the jury as follows: 

If under the evidence and these instructions you should 
find in favor of the plaintiff you can only allow her dam- 
ages for so much of her disability as you believe from the 
evidence is due solely to the negligence of the defendant, 
and not for any disability that you may find was due to 
the infection. 


Under the circumstances of the present case, said the 
court, since the defendant was not responsible or liable 
for the original injury, but liable only, if at all, for sub- 
sequent negligent treatment, those phases should have 
been carefully separated by instructions in order that the 
jury might not be allowed to award damages on mere 
speculation and conjecture. 

The hospital record, continued the court, kept in the 
ordinary course of business was admissible in evidence 
as an exception to the hearsay rule where the particular 
entry in question was identified as having been made by a 
nurse who worked at the hospital and who attended the 
plaintiff, although the nurse had subsequently left the 
hospital and her present whereabouts could not be ac- 
counted for. An instruction given by the trial court that 
the jury was not bound by the testimony of expert wit- 
nesses was not violative of a constitutional prohibition 
against judges commenting on the evidence. 

For the error committed, the judgment of the trial 
court was reversed and the cause remanded for a new 
trial. (Murgatroyd v. Dudley (Wash.), 50 P. (2d) 1025.) 
Medicolegal Abstract, Journal of the American Medical 
Association. 


Do You Know About the Volta Bureau?—‘We con- 
sulted several specialists, and all of them confirmed our 
fears, but none offered any solution of our problem.” Thus 
the mother of a small deaf child wrote to the Volta 
3ureau. The sentence might be quoted verbatim from 
many letters written by parents of deaf or hard-of-hearing 
children, or by hard-of-hearing adults. 


The knowledge that deafness is present and that it is 
incurable comes with the force of a major calamity. It 
is so crushing in its effect that something positive in the 
way of help must be offered immediately if the individual 
is not to spend desperate years in a bewildered effort to 
adjust himself. The parents of a deaf child must be told 
that the child can be taught to speak and can be success- 
fully educated, and that this education may be begun at 
home immediately, even if the child is not more than two 
years old. The parents of a child whose hearing is only 
slightly impaired must be given advice as to his adjust- 
ment. The hard-of-hearing adult must be told about lip 
reading, about hearing aids, about social efforts in his 
behalf. 


The Volta Bureau was established for the purpose of 
furnishing all this information to all who ask for it. Its 
services are free. Alexander Graham Bell, the son of a 
hard-of-hearing mother, the husband of a deaf wife, the 
lifelong friend of everyone handicapped by deafness, used 
the money received as a prize for inventing the telephone 
to found the Volta Bureau so that anyone confronting the 
problems of deafness might be assured of help. Advice is 
given as to schools and preschool training, lip-reading in- 
struction, hearing aids, social contacts, psychologic diff- 
culties. While the Volta Bureau is not equipped to do 
employment service, it gives information in regard to the 
fields of activity that are open to the deaf and the hard- 
of-hearing. 

The Volta Review, a magazine for parents and teachers 
of the deaf and for the hard-of-hearing, is on the reading 
table of many physicians. Pamphlets dealing with all 
phases of deafness except medical problems are available 
to all who ask for them. Lists of such pamphlets and 
sample copies of the magazine will gladly be sent free of 
charge. The Volta Bureau is located at 1537 Thirty-fifth 
Street, N. W., Washington, D. C. 


Anybody may have personality. All that is necessary 
is a quality or a defect sufficient to dominate the mental 
faculties, which exist in an uncommon form in juxtaposi- 
tion to the common form of other individuals——L. Laurent. 
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ASSOCIATION ACTIVITIES 
FALL COUNCIL MEETING 
The fall Council meeting which, by by-law provision 
must be held in the southern part of the State, will con- 
vene in the building of the Los Angeles County Medical 
Association on Saturday and Sunday, September 26-27, 
1936. 


* *x * 


INDIVIDUAL EFFORT FAILS 

Very few individuals produce to their full capacity by 
themselves. Fifty, thirty years ago, this statement could 
be controverted with little difficulty. Today it is an axiom. 

No matter what position we occupy or what vocation 
we follow—profession, business, industry, or what not—we 
are interdependent upon our fellows. The greater our lack 
of interdependence the greater will be our inability to pro- 
duce to full capacity. Non-dependence limits our capacity, 
fetters progress, confines us to a very contracted circle 
and concludes life with few, if any, worthwhile achieve- 
ments. 

The thinking individual requires no citations to cause 
him to realize that in order to accomplish the most, the 
best, and to attain the highest goal, he must depend upon 
others and upon groups and units of associates engaged 
in like vocation or professional endeavor. The successful, 
accomplishing individual, will be found united with his 
fellow workers and by their help, in his dependency, aid 
him to attain and scale the higher heights that ever lie on 
before. That man reaches his maximum of productive 
capacity. 

Physicians, prone to become lone individualists, many 
times fail to recognize that they could do better, go far- 
ther and record capacity producing results if they would 
admit dependency and unite with the guild of their pro- 
iession. Great would be his profit. 

Turn back for a moment—the men who stand out in 
medicine’s progress—N. S. Davis, Senn, Osler, Kelly, 
Halsted, Welch, Billings, Vaughan—name any of yester- 
vear’s leaders, and you will find them all engaged in the 
midst and dependent upon their associates as they assumed 
and discharged obligations and duties in the ranks and 
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offices of organized medicine. The recognition they re- 
ceived would not have been acquired otherwise. 

While it is not possible for all to attain a place in the 
world or national limelight as did they, the axiom holds 
true in state and county endeavor and accomplishment. 
One need to but turn to your own state and county 
archives for verification. 

The point of this comment is, that you are dependent 
upon your county and state membership affiliation to forge 
ahead and produce to your fullest capacity. The degree, 
the manner in which you take unto yourself the assistance 
of that dependent affiliation, will determine your profes- 
sional and personal success. Appraise, therefore, your 
membership and realize that without it you are but medi- 
ocre in your capacity to produce. 


They who have ambitions, the desire to succeed, are not 
content with mediocrity. Your active county and state 
medical organization role places before you a ladder that 
will enable you to attain and hold a reputation for pro- 
ducing in full capacity. 

* * * 


DOCTOR, READ YOUR MAIL 

The Council, some six months ago, sought to obtain the 
opinion and attitude of members upon two important pend- 
ing questions. A questionnaire was sent out and with it 
was a postal card upon which questions were propounded 
for the member to answer. Replies were received from 
approximately 50 per cent of the members. 

This month the mailman brought in two of these cards 
with mail date August 22—over six months after the 
questions had been submitted. Apparently these members, 
either just going or returning from vacations had ‘cleaned 
up” their mail and sent in their belated, now useless, 
answers. This leads to this comment—Doctor, Read Your 


Mail. 


It is realized that most doctors’ mail is loaded with 
many circulars, form letters, advertising material, and 
what not—much of which merits consignment to the waste 
basket. However, midst all such second- and third-class 
matter there is often some important mail—medical meet- 
ing announcements, notices of special clinical meetings, 
and postgraduate opportunities. Again, your mail will con- 
tain important announcements related to medical organi- 
zational work and a call for your advice and assistance. 
You, Doctor, are the personal loser if you miss these 
pieces in your mail. 


but that is no excuse 


It is recognized that you are busy, 
for piling your mail unopened on your desk, window-sill, 


or in a drawer, to be sorted at some distant leisure 
moment. Such an attitude certainly will cause you to miss 
many an important statement and announcement. 

No need of further comment. 
are: 


The closing suggestions 


1. Doctor, read your mail daily. 

2. If too busy, instruct your secretary, nurse, office girl, 
wife, son, or daughter to open your mail and call your 
attention to important items. 


3. If someone else opens your mail, give implicit in- 
struction that they are to place before you each day any 
and all announcements and communications, be it first- 
or second-class mail, from your county and state medical 
organizations. 

Some important communications are going to be sent 
to you this fall. They will require your prompt attention. 


Therefore, Doctor, read your mail, or cause it to be read 
for you. 
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AMERICAN MEDICAL ASSOCIATION FELLOW 
AND MEMBER 

There continues to be confusion as to the difference in 
these two classifications in our national organization. 

Member.—By virtue of membership in a county and 
state medical organization the individual automatically 
becomes a member of the American Medical Association. 
This membership carries with it no privileges. A member 
cannot register or participate in any of the activities of 
the American Medical Association annual meeting. 

Fellowship—To become a Fellow the individual must 
be a member of his county and state organization. He 
must make application for fellowship. He pays annual 
dues of $7, for which he receives a weekly copy of the 
Journal of the American Medical Association. He is en- 
titled to register at the annual meeting and participate in 
its activities. 

Confusion: Many members subscribe and pay $7 a year 
for the Journal of the American Medical Association. For 
that reason he believes he is a Fellow. He is not because 
he has not filed an application for fellowship. He may 
become a Fellow by applying and have all the rights, in- 
cluding the official journal, for the same price he is now 
paying for his journal subscription. However, an appli- 
cation has to be made. 

The new directory of the American Medical Associ- 
ation has just been issued. Fellows are indicated by a 
cross within a circle. Consult one of these directories in 
your local library or hospital. If you are a Fellow you 
will find this encircled cross following your name. If 
you are not recorded as being a Fellow, it is suggested 
that you write to the secretary of the American Medical 
Association for a fellowship application blank and make 
formal application. 

If two or more Fellows occupy joint offices, one or 
more of them may, by the asking, receive one of the 
American Medical Association special journals in place of 
the official journal. By this arrangement, in place of re- 
ceiving two or more weekly official journals the office 
will receive one official weekly journal and, in addition, 
one or more of the special journals, depending upon the 
number of Fellows sharing a common office. 

Every member should be a Fellow of the American 
Medical Association. Are you? 


* * * 


HAVE YOU A PAPER? 


County societies are resuming their meetings following 
a summer recess. We are often appealed to by program 
committees or county secretaries to suggest a speaker for 
their county meetings. In order that these appeals may be 
promptly answered, a register of available guest speakers, 
with their subjects, is being prepared. 


Members who are willing to accept invitations to appear 
on the programs of neighboring county societies are in- 
vited to send in their names and titles of their papers to 
the State Secretary. May we have this codperation? 


* * * 


NARCOTIC REGULATIONS 

Through ignorance of the law, or inadvertently, repu- 
table physicians may become violators. It is, therefore, 
desirable to direct attention from time to time to certain 
provisions in narcotic laws that must be observed at all 
times. 

The outright sale of narcotics to addicts or the issuance 
of fraudulent or fictitious prescriptions constitute criminal 
acts. 

Physicians licensed to issue narcotic prescriptions or to 
administer these drugs must keep a record for two years, 
giving name and address of the person, the date, the 
character and the quantity of the drug, the purpose for 
which it was given. Such record shall be open to enforce- 
ment inspectors. 


Ambulatory treatment of narcotic addiction is pro- 
hibited. 

All prescriptions must be written in their entirety by 
the physician. Prescriptions written by your secretary, 
nurse, or druggist, and then signed by the physician is a 
violation. 
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The telephoning of a narcotic prescription is banned by 
the act. 

Do not prescribe a hypodermic syringe or needle with- 
out a definite pathology. 

Physicians are urged to write to the Division of Nar- 
cotic Enforcement, State Building, San Francisco, for a 
copy of the state law in order that you may guard against 
failure to properly comply with the law. Federal regu- 
lations may be secured from the Internal Revenue Bureau, 
San Francisco. 

Demands of practice are prone to make one forgetful 
or careless. Hence the foregoing reminder. Enforcement 
officers are charged with a duty. They have no discretion 
but to enforce the law. Physicians have no discretion but 


to observe the law. 
* * * 


WHY BECOME A MEMBER? 

Our Association is very desirous of having every eligi- 
ble physician in California affiliated as a member through 
the local county medical society. Officers of these con- 
stituent units have time-consuming official duties that fre- 
quently prevent them from contacting eligible nonmembers. 
There are eligible nonmembers willing to join, but they 
wait till they are invited to do so. There are others wh 
would join if they were enlightened as to the benefits of 


membership and what this organization is doing in their 
behalf. 


To extend an invitation and to point out the benefits of 
membership is the duty and obligation of every member 
who knows or contacts a nonmember. Your officers and 
Council request that you assume and discharge this obli- 
gation. To assist you in doing so, a few reasons are ad- 
vanced for you to transmit to the nonmember to obtain 
his application. 


Under present conditions, and under conditions that will 
probably arise, it is impossible for a physician to do him- 
self justice unless he is an active member and takes an 
active part in organized movements. 


The public is learning to look askance upon the phy- 
sician who is not a member of his county medical society. 
They conclude that there must be something wrong with 


him. Nonmembers do not gain or hold community confi- 
dence. 


Educational Benefits—County, district, and state meet- 
ings, with scientific discussions and clinical presentations ; 
regional postgraduate clinics; postgraduate courses at 
medical colleges; medical libraries; monthly copy of 
CALIFORNIA AND WESTERN MEDICINE. 

Legislation—Representation in legislative councils and 
chambers that opposes untoward legislation and sponsors 
desirable legislation related to public health welfare. Op- 
position to pernicious initiatives that seek to impose im- 
possible conditions upon physcians and seeks to obtain 
political and lay domination of medical practice and care 


Public Education. — Through lectures, institutes, press 
releases, and through contact and advisory services, sound 
public opinion is inspired in regard to all questions con- 
cerned with public and private health. 


Committee Activities. — Through standing and special 
committees and the Council, public, professional, and per- 
sonal interests are conserved and professional qualifica- 
tions and standing are advanced. 

Membership Dues.— State dues, $15 per year plus 
county dues that vary from $3 to $20 per year, except in 
Los Angeles and San Francisco counties. Note: Social 
club’s dues range from $60 to $200 per year for the privi- 
lege of playing golf, bridge, athletics, and buying food 
and drinks. These benefits are not comparable to the per- 
sonal benefits derived from medical organization member- 
ship. 

These are but seven features and are a few reasons as 
to why an eligible physician should become a member. 
Members can enlarge upon industrial recognition, insur- 
ance companies’ preferences, lower malpractice insurance 
rates, hospital staff appointments, and national benefits. 

It is hoped that these comments will induce every mem- 
ber to determine to obtain membership applications from 
among his medical associates. Do so now and turn them 
in to your county secretary. 
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“SKEET SHOOTERS,” ATTENTION! 

The golf tournament, feature of annual meeting enter- 
tainment programs, will find a counter-attraction at our 
1937 Del Monte session. “Skeet” members have come to 
the fore and are developing plans for a skeet shoot. Dr. 
Alfred L. Phillips has been designated as chairman and 
organizer. 

Members interested are requested to write to Doctor 
Phillips, Farmers and Merchants Bank Building, Santa 
Cruz, and give him the information requested in the fol- 
lowing letter : 

July 21, 1936. 
Dear Doctor Warnshuis: 

In talking with members of the California Medical As- 
sociation from all over the State, I find that there are 
many who enjoy trap or skeet shooting. It occurs to me 
that an organization of these members along similar lines 
as our golf organization might make an added attraction 
at our annual meetings. 

In order to determine how much enthusiasm there is 
for this sport, I would suggest that notice of such a pro- 
posal be published in CALIFORNIA AND WESTERN MEDICINE 
with a questionnaire to be filled out by those interested. 
if the response warrants, a tournament can be arranged 
for the next annual meeting at Del Monte, at which time 
a more permanent organization could be started. 

The necessary information could be obtained from an- 
swers to the following questions: 

What gauge gun do you shoot? 

Do you prefer skeet ( ) or trap ( ) shooting? 

I would anticipate with much interest the response to 
this proposal, 

(Signed) ALFRED L. PHILLIPS. 


* * * 


ENDOWMENT RESERVES 

Colorado medical men have perfected and incorporated 
a subsidiary group for the purpose of receiving, holding 
and investing financial funds and using the income earn- 
ings for organizational purposes. This subsidiary organi- 
zation is about the same and is possessed of like powers 
as the Trustees Of The California Medical Association. 
Colorado has, however, initiated an active campaign for 
contributions, and reports receipt of certain amounts of 
gifts and bequests. We congratulate the Colorado pro- 
fession on its foresightedness and its success in completing 
their organization. Other states may well do likewise. As 
far as we know and have learned, Colorado, Califonia, 
and Michigan are the only states that have provided for 
the receiving, holding, and operation of an endowment 
reserve that will hold its principal intact in perpetuity. 


In recent issues it has been suggested to our members 
that they give earnest consideration to contributing to our 
principal fund and to transmit their subscriptions to the 
state office. Up to the present no such bequests or con- 
tributions have been received. This further comment is 
being made for the purpose of stimulating endowments. 
Members have had time for consideration and determining 
what amount they can and will contribute. May we now 
have an expression of their conclusions? One hundred 
$500 contributions equals $50,000. One hundred $1,000 
subscriptions equals $100,000. One hundred $2,000 sub- 
scriptions amounts to $200,000. Ten $5,000 bequests means 
$50,000, and five $10,000 bequests creates a like amount. 
The total would be $450,000. This sum would yield an- 
nually between $18,000 and $20,000 for enlarged organi- 
zational work and accomplishments. Members and the 
public would reap and profit thereby. May this Associ- 
ation obtain that response is fervently hoped for by all 
who are concerned with our future. Will you remit the 
amount you are able to contribute? 


* * * 


ENDORSEMENTS OF LEGISLATIVE PROPOSALS 
To County Secretaries: 

Candidates for the 1937 Legislature possibly will begin 
to draft bills which they propose to introduce in the legis- 
lature. Officers and members of county medical societies 
will be approached for expressions of opinion, comment, 
or endorsement of such legislative proposals. 

Our Council and Legislative Committee urgently ad- 
vises and requests that county societies and individual 
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members consistently refrain from expressing opinions and 
thereby placing themselves on record, possibly to subse- 
quent embarrassment and disadvantage. 

All proposed legislation related to public health and 
medical sevices is carefully studied and reviewed by our 
Legislative and Public Policy Committee. Following such 
study, recommendations are made to our county societies 
and members. 

In all legislative, health and medical matters, be guided 
by the recommendations of our Legislative Committees, 
which will be transmitted from our Association headquar- 
ters. In plain words: Do not endorse or comment upon 
any proposed legislation related to public health, medical 
care or services until you have obtained full information 
from Association headquarters and have ascertained its 
recommendations. Individual members are urged to con- 
form to this advice and request. 

By direction of Council’s Executive Committee. 

F. C. Warnsuults, Secretary. 


Do You Know? 
That autopsies were performed on the three assassinated 


Presidents of the United States? 

Nonmembers pay higher premium rates for malprac- 
tice insurance protection than do members of county medi- 
cal societies ? 

Consultation with irregular practitioners has been de- 
clared unethical by the Judicial Council of the American 
Medical Association. 

X-ray films are the property of the radiologist. 

If you endorse the driver’s license of a minor you are 
liable for the damage that that driver occasions while 
driving an automobile. 

That for twenty-five cents you can obtain a package 
containing recent articles on a given medical subject from 
the Packet Library, American Medical Association, 535 
North Dearborn Street, Chicago. Just write in, stating 
subject, and packet will be sent to you, to be returned in 
one week. 


A Line of Type 

1. The practice of medicine is a journey, 
nation. 

2. Favorite prescriptions 
scribing. 

3. Your Association membership certificate rates fram- 
ing and display in your office. 

4. Journal advertisers are your patrons deserving your 
patronage. 

5. Constructive suggestions are welcomed by 
and state officers. 

6. Publicity hounds have little claim for recognition of 
their professional ability. 

7. Develop a hobby in order to enjoy a fuller life. 

8. Take time to tell the nonmember why he should 
apply for membership. 

9. Cynicism, subtly employed, is often mistaken for 
argument. 

10. Self-complacency receives a jolt from a look within. 


not a desti- 


tend toward careless pre- 


county 


The load of tomorrow added to that of yesterday. 
carried today, makes the strongest falter. Shut off the 
future as tightly as the past. No dreams, no visions, no 
delicious fantasies, no castles in the air, with which, as 
the old song so truly says, “Hearts are broken, heads are 
turned.” To youth, we are told, belongs the future, but 
the wretched tomorrow that so plagues some of us has 
no certainty, except through today. Who can tell what a 
day may bring forth. Though its uncertainty is a proverb, 
a man may carry its secret in the hollow of his hand. 
Make a pilgrimage to Hades with Ulysses, draw the 
magic circle, perform the rites, and then ask Tiresias the 
question. I have had the answer from his own lips. The 
future is today—there is no tomorrow! The day of a 
man’s salvation is now—the life of the present, of to- 
day, lived earnestly, intently, without a forward-looking 
thought, is the only insurance for the future —Sir William 
Osler. 
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C. M. A). DEPARTMENT OF 
PUBLIC RELATIONSt 


Political Activity 


The recent nominating conventions of our nation’s two 
leading parties and the approaching national, state, and 
local elections in November should, we trust, cause every 
citizen to give some time and thought to party platforms, 
qualification of candidates, and matters which concern 
public health welfare and professional interests. Organ- 
ized medicine does not seek to discourage partisanship on 
the part of its physician members. Organized medicine 
does not lend itself to political or candidate partiality. As 
an organization we do not unite as a unit with any par- 
ticular party or party candidates. Let that be clearly 
understood. 


In the political campaigns of this fall, matters which 
concern public health and physicians may become issues. 
It is upon these issues that organized medicine has an 
obligation and a right to become not only vocal, but politi- 
cally active. Having ascertained a candidate’s opinion and 
attitude upon these questions, organized medicine is justi- 
fied in endorsing or opposing a candidate or candidates. 


When as a unit we do endorse or oppose a candidate, 
the public, the party, and the candidate should be dis- 
tinctly informed that the position assumed is not to be 
construed as carrying with it organized medicine’s en- 
dorsement or opposition to any party or its platform. The 
position that is assumed is based solely upon a candidate’s 
position in regard to public health or medical measures, 
and in the interest of public welfare. It is a non-partisan 
attitude. 


Whatever benefits the medical profession also benefits 
the public. Politicians seemingly do not understand that 
in this as in all of our other public activities our main 
concern is public welfare. That in questions concerning 
public health and medical care, organized medicine is the 
only and most competent group capable of determining 
what is best for all citizens. 


We cannot expect the public to accept what we advise 
as being right because we say so. Our reasons must be 
stated fully and clearly so that all may understand and 
be guided accordingly. 

We have a right to ask candidates to declare themselves 
upon questions in which we have an interest. We have a 
duty to enlighten candidates as to the right attitude that 
should be assumed in regard to the questions of the cam- 
paign in which we have a vital interest. We repeat, it is 
our right and obligation to support or oppose a candidate 
when our judgment indicates the position we assume. In 
exercising that right and in discharging that obligation 
we are non-partisan. 

x ok Ox 


Legislation—What of the Future? 


The constitutional amendments and initiatives that will 
appear on the November ballot Number 24. Not a single 
one of them has any reference to the practice of medicine, 
public health, medical care or medical service. It is, there- 
fore, not deemed advisable to print the entire twenty-four 
proposed initiatives, as they will be sent to each voter in 
the voters’ handbook. 


It will be noted that the proposal to admit part- and 
full-pay patients to county hospitals, the dog-pound regu- 
lation (antivivisection), and “cult” and health legislation 
all failed to qualify or seek a place on the ballot. Voters 
will not be called upon to pass on these questions. 

This is very gratifying. We are disposed to believe that 
our public health education program is beginning to be 
productive and that an informed public perceives the per- 


+ The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising sec- 
tion of each issue. Dr. Charles A. Dukes of Oakland is 
the chairman, and Dr. F. C. Warnshuis is the secretary. 
Component county societies and California Medical As- 
sociation members are invited to present their problems 
to the committee. All communications should be sent to 
the director of the department, Dr. F. C. Warnshuis, 
Room 2004, Four Fifty Sutter Street, San Francisco. 
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nicious objects of these proposals. The Hall of Medica! 
Science at the San Diego Exposition, visited by over 
million persons, press releases, lay talks, press items on 
scientific medicine, the functioning of the Public Health 
League, the educational activities of county societies, 
members taking time to inform their patients and friends 
as to medical practices and principles—all these and other 
measures undoubtedly are molding and directing sound 
public opinion in regard to public and private health. We 
repeat, an informed public will not be misled by the spe- 
cious arguments of proponents for unsound practices. 
Educational measures are recording results. 

The time has not come, will never come, when our 
Association and its county units can restrict an aggressive 
program of public health education. Our efforts must go 
on and on unceasingly. Our responsibility and obligation 
are fixed and permanently so. Public minds and opinions 
must be kept abreast of medical progress. The stormy 
days encountered in the past decade were mainly due to 
the fact that in our zeal to take unto ourselves the dis- 
coveries made by our science, we left the public far behind 
because we neglected to keep it abreast and informed as 
to our progress. Such a state of affairs cannot be per- 
mitted to reoccur. 


In place of relaxing our efforts we are impelled to 
extend and increase them. That is our purpose. To that 
end, and for the purpose of enhancing present results, 
county societies and state and county committees are re- 
quested to direct a program that embraces: 

(a) Series of public health meetings, sponsored by lay 
groups and addressed by speakers from our Speakers’ 
Bureau. 

(b) Local public health institutes. 


(c) Furnishing legislators with dependable public health 
welfare information in order to obtain sound legislation. 

(d) Extend individual understanding as to proved medi- 
cal practices and the manner in which it does conserve 
welfare. 

(ce) Expose the unsound claims of uneducated indi- 
viduals who seek to profit by means of their bizarre repre- 
sentations. 

By these means we shall hasten the day when California 
will be rid of charlatanism and pseudo-disciples in the 
field of health welfare and medical care. To that end do 
we direct our efforts. For that purpose every member is 
called upon to participate in this feature of organizational 
activity. 

* * 


Forestry Medical Corps 


Unitep STATES DEPARTMENT OF AGRICULTURE 
FOREST SERVICE 
CALIFORNIA REGION 


San Francisco, July 1, 1936. 
California Medical Association, 
Four Fifty Sutter Street, 
San Francisco, California. 


Dear Doctor Warnshuis : 


Your letter of June 27, addressed to Mr. Show, is 
received. 

I wish to express my appreciation to you and your 
associates for your splendid efforts in connection with the 
organization of the Forestry Medical Service of the Cali 
fornia Medical Association. 

It goes without saying that your organization should 
prove exceedingly invaluable in time of need and, while | 
trust that it will not be necessary to call upon your mem- 
bership often, yet it is gratifying to know that you aré 
ready if occasion demands. 

A copy of this letter is being sent to Mr. Charles G 
Dunwoody of the California State Chamber of Commerce 
for his information. 

Very truly yours, 


S. B. SHow, Regional Forester. 
760 Market Street. 
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Forestry Medical Service 


Long ago Californians organized voluntary fire depart- 
ments to answer the alarm at any hour, day or night. 
Long ago, too, they formed Vigilante Committees to poise 
the scales of justice when injustice cried out. Today, 
again Californians have seen a need and set up a volun- 
tary organization to meet it. Ultimately, its possibilities 
know no end—in time or in space. 

if your child gets burned you call the doctor. If the 
occupants of your car are injured you call the Health De- 
partment. If a major catastrophe (like an earthquake or 
a flood) strikes whole cities, what do cities do? If they 
do not have well-organized “Major Disaster Councils,” 
they are apt to turn helplessly to a thousand-and-one arms 
of mercy that do their work as best they can in a welter 
of confusion. People die or suffer needlessly. 

The Forestry Medical Service of the California Medical 
Association is an army of 485 knights of mercy, scattered 
over the state, mobilizable in an hour after the call goes 
out, ready to give their skill, their time, and their trans- 
portation costs, in aiding burned or injured fire-fighters 
in California forests. This is their prime object, but 
they—and the balance of the six thousand membership of 
the California Medical Association who are virtually re- 
serves in the Forestry Medical Service—are ready at a 
signal to meet any public emergency. 

The whole thing stems from an oldish idea cherished 
by Director Charles G. Dunwoody of the Conservation 
Department of the California State Chamber of Com- 
merce, which has long aided and abetted the organization 
and manipulation of fire-fighting crews throughout the 
fire-hazard sections of the state. Last year, the problem 
was presented to the California Medical Association 
which, like the real service body it is, took it up whole- 
heartedly. 

Almost immediately applications for membership in the 
voluntary medical corps began to pour in. Only doctors 
of highest professional standing and qualities of endur- 
ance were accepted. Last summer, their first in action, 
thousands of burned and injured fire-fighters were treated 
(at no cost to themselves or Government agencies) by 
these men who left their homes, brought their own instru- 
ments, paid their own transportation, and often underwent 
great discomfort, or even danger, to reach the suffering. 
During the great Malibu fire in Southern California, for 
example, 2,200 cases were treated. 


The doctors are aided by a smaller group of lay helpers 
(also volunteers from the district) who act as stretcher- 
bearers and liaison officers, and by Red Cross nurses and 
ambulance units. 


The whole is coérdinated, like so much clockwork, from 
the twentieth floor of the Four Fifty Sutter Building, San 
Francisco, where the California Medical Association has 
its headquarters. Dr. Frederick C. Warnshuis, Associ- 
ation Secretary, is chief medical officer of the Service. 
Under him are six regional medical officers, under them 
are thirty-six county medical officers, and under them are 
the 485 Service members. If a call comes from a federal 
or state forest officer, the chief medical officer sends out 
some of his men. If the fire is a bad one he may need 
them all. If it is a very bad one he may need to contact 
the regional medical officer, who will send reinforcements 
from another county. In the event of a major catastrophe, 
medical and first aid would stream in from the whole 
state, if need be. 


And because these doctors are not just fire-time heroes, 
they give winter instruction in first aid and first-aid equip- 
ment. 

“To our knowledge,” says Doctor Warnshuis, “the 
Forestry Medical Service of the California Medical As- 
sociation is the first and only thing of the kind in any 
country or time. Other western states are planning to 
follow the lead.”—From Sunset Magazine. 


There is an idea abroad among moral people that they 
should make their neighbors good. One person I have 


to make good: myself. But my duty to my neighbor is 
much more nearly expressed by saying that I have to 
make him happy if I may.—Robert Louis Stevenson. 


CALIFORNIA MEDICAL ASSOCIATION 


COMPONENT COUNTY MEDICAL 
SOCIETIES 
VENTURA COUNTY 


The May meeting of the Ventura County Medical So- 
ciety was held at the Ventura County Country Club on 
Tuesday, the 9th. 


Following dinner, Doctor Achenbach presented Dr. 
Mark Glaser of Los Angeles, who gave a paper on the 
Differentiation of Psychoneurosis and Malingering. He 
then showed two reels of films, illustrating these two 
types of cases. 

Doctor Shore entertained us with pictures of his recent 
hunt for mountain lions. 

Business Meeting.—It was voted as follows: 


That the delegate be instructed to support the plan for 
hospital insurance which was approved by the Council of 
the California Medical Association at Coronado. 

That the Society present $25 to the Public Health 
League of California. 

One of the members was contacted by Mrs. Young, who 
is attempting to start a nurses’ registry and physicians’ 
exchange, and asked him to have the Society lend its 
official weight to the plan. Since it is a private enterprise, 
to be operated for profit, the members felt the Society 
should have no connection with the enterprise. 

Doctor Coffey announced that Mr. Ben H. Read, speaker 
for the next meeting, would like to have the dentists 
present also. The following committee was appointed to 
invite the dentists: Doctors Rey of Oxnard, Drace of 
Ojai, Osborn of Fillmore, Gronhovd of Santa Paula, and 
Hendricks of Ventura. 

yr? 


The June meeting of the Ventura County Medical So- 
ciety was held at the Ventura County Country Club, 
Saticoy, on Tuesday, the 9th. 

This was a joint meeting of the dentists and physicians 
of Ventura County. There were thirty-four present. More 
interest was shown, in regard to legislative matters, than 
at any previous meeting. 

Following dinner, Mr. Ben H. Read addressed the 
group upon the subject of Legislation. 

The following members were appointed to the Legis- 
lative Committee by President Shore: Doctors Coffey of 
Ventura, Rey of Oxnard, Strong of Santa Paula, Osborn 
of Fillmore, and Drace of Ojai. 

As the hour was late, the meeting was adjourned with- 
out holding the usual business meeting. 


A. A. Morrison, Secretary. 


CHANGES IN MEMBERSHIP 


New Members (32) 

Alameda County.— Harry Abrons, Dudley P. Bell, 
James F. Brady, Malcolm B. Hadden, Morton S. Have- 
mann, Kenneth B. Jenkins, Joseph H. Milliken, Daniel F. 
Sullivan. 

Los Angeles County.—Harvey E. Billig, Jr., Sidney B. 
Brownsberger, Behle B. Burns, J. Harold Cantarow, 
George H. Douglass, G. R. Dunlevy, Basia Gingold, 
Arthur F. Hall, Jr., Frederick Kellogg, Barney M. Kully, 
Max A. Levine, Herbert V. Mellinger, Lyle A. Mourer, 
Dwight T. Randall, Clinton A. Roath, Jr., Julius R. 
Scholtz, Sidney G. Sonneland, Kenneth D. Wright. 

Monterey County.—Rudolph O. Griess. 

Placer County—Daniel Louis Hirsch, Harold L. Karo. 

Sacramento County—Edgar C. Haag, Harry O. Lovell. 

San Diego County.—James W. Callaway. 


Transferred (3) 
J. F. Neilson, from San Luis Obispo County to Ventura 
County. 
C. C. Vardon, from Los Angeles County to Alameda 
County. 
Clinton A. Wilson, from Santa Barbara County to Los 
Angeles County. 





CALIFORNIA AND WESTERN MEDICINE 


du Memuriam 


Buskirk, William Henry. Died at Los Angeles, 
August 7, 1936, age 56. Graduate of the University of 
Michigan Medical School, Ann Arbor, 1904. Licensed in 
California in 1920. Doctor Buskirk was a member of the 
Los Angeles County Medical Association, the California 
Medical Association, and a Fellow of the American Medi- 
cal Association. 

a 


Chase, Raymond E. Died at Glendale, July 14, 1930, 
age 58. Graduate of the University of Southern Cali- 
fornia School of Medicine, Los Angeles, 1901, and licensed 
in California the same year. Doctor Chase was a member 
of the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. 


+ 


Dougherty, Edwin Everett. Died at Los Angeles, 
July 17, 1936, age 60. Graduate of the Indiana University 
School of Medicine, Bloomington, 1910. Licensed in Cali- 
fornia in 1914. Doctor Dougherty was a member of the 
Los Angeles County Medical Association, the California 
Medical Association, and a Fellow of the American Medi- 
cal Association. 

Ya 


Hicks, John Robert. Died at Tulare, August 1, 1930, 
age 65. Graduate of the Central College of Physicians 
and Surgeons, Indianapolis, 1897. Licensed in California 
in 1914. Doctor Hicks was a member of the Tulare 
County Medical Society, the California Medical Associ- 
ation, and the American Medical Association. 


THE WOMEN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATIONt 


RS. ANDREW J. THORNTON 
RS. ROBERT M. FURLONG ‘ 
aicateikiniciunened Editor and Chairman of Publicity 
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County Auxiliary Reports 

Los Angeles County—The final meeting of the Auxili- 
ary year was held in the Association building on June 2, 
at which time our loyalty was somewhat divided in that 
we regretfully ushered out of office our past president, 
Mrs. John V. Barrow, and her group of directors, who 
have served for more than two years, while at the same 
time we eagerly welcomed our charming new president, 
Mrs. Clifford A. Wright, and her board, who will direct 
our affairs for the ensuing year. In Mrs. Barrow’s fare- 
well address, in which she outlined the various activities 
of the past year, she stressed the fact that while there 
had been progress, we had, in fact, only arrived upon the 
threshold of a great future and that the big opportunity 
lay before us. That the Auxiliary has felt it a great privi- 
lege to work under the inspired leadership of our presi- 
dent was evidenced by the applause at the conclusion of 
Mrs. Barrow’s remarks, the whole assemblage standing 
in acknowledgment of their appreciation. Upon being in- 
stalled as the newly elected president, Mrs. Wright pre- 
sented her board: Mrs. Simon Jesberg, first vice-presi- 
dent; Mrs. E. M. Pallette, second vice-president; Mrs. 
Eric E. Larson, recording secretary; Mrs. J. F. Friesen, 
treasurer; Mesdames J. Martin Askey, W. H. Leake, 


+As county auxiliaries of the Woman's Auvyiliary to the 
California Medical Association are formed, the names 
of their officers should be forwarded to Mrs. Robert M. 
Furlong, chairman of the Publicity and Publications Com- 
mittee, Linden Lane, San Rafael. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Furlong and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate two pages 
in every issue for Woman’s Auxiliary notes. 
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Mark A. Glaser, F. B. Settle, A. T. Newcomb, and Jol: 
P. Nuttall, directors. Mrs. James F. Percy, who attend 
the American Medical Association convention in Kansas 
City, gave a very newsy report of the women’s activit: 
there, announcing that Mrs. Philip Schuyler Doane | 
been honored by election to office as third vice-presidk 
of the National Woman’s Auxiliary. 

As a very lovely climax to our last program of the yea: 
Mrs. Alfred Swan, artist and resident of China for fifte 
years, made an old Chinese saying, “Carry a picture 
your heart,” a reality for each one as she portrayed tl 
beauties of China, using her own paintings to illustr: 
her talk. Gowned in an exquisite Mandarin coat and su 
rounded by old Chinese embroideries, Mrs. Swan tra 
ported us into the land of crumbling architecture, , 
enduring in spirit, because the Chinese believe only ci 
ture is worthy of preservation, and this they have do 
“There are as many different stories told about Chin: 
said Mrs. Swan, “as there are people who have returne<| 
from there, and that is because they have different eyes 
but I shall show you China through the eyes of a painter.” 
She started her pictorial journey from Peking, unlike an) 
other Chinese city, since it was built by Ghengis Kali 
a Mongol, who revered space, and therefore planned 
city of wide thoroughfares and of spacious courtyards 
The curved roof, so characteristic of Chinese architecture, 
derives its origin from the outline of the tent, the earl) 
home of these nomadic tribes, and this heritage led them 
to blend and harmonize their architecture rather than t 
dominate and to conquer nature, as is our habit. From 
North China we traveled southward, with Mrs. Swan's 
beautiful pictures guiding our way. We were left with a 
admiration for the Oriental, whose philosophy would in- 
spire the lowliest peasant to place a tablet over the door- 
way of his mud hut, bearing the inscription, “The home 
of ten thousand joys.” 

A membership breakfast was held in the beautiful gar 
dens of Mrs. William A. Swim, attended by 150 members 
and guests. At this time fifty new names were added t 
our list, thus making our county membership the largest 
in the United States. 

Mrs. Haroip E. Crowe, Corresponding Secretar) 
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Honoring Mrs. John Vincent Barrow and her retiring 
executive board, Mrs. Clifford Andrews Wright, newly 
elected president of the Woman’s Auxiliary to the Los 
Angeles County Medical Association, will entertain at a 
garden tea today. Among honor guests will be Mesdames 
William A. Swim, Walter H. Boyd, Arthur J. Annis, 
H. E. Schiffbauer, W. O. Leach, Philip Stephens, C. D. 
Hubbard, Ray Miller, Franklin Farman, Mark A. Glaser, 
and Harold Crowe. 

Hostesses assisting Mrs. Wright who are members of 
the new executive board are: Mesdames Simon Jesberg, 
Edward M. Pallette, Eric A. Larson, J. F. Friesen, Johi 
P. Nuttall, J. Martin Askey, W. H. Leake, F. B. Settle, 
A. T. Newcomb, and Robert L. Carroll. 

Others are: Mesdames James F. Percy, Philip Schuyler 
Doane, Frank E. Detling, Samuel D. Ingham, W. H 
Olds, Joseph Robinson, Lillian Bellah, A. Brockway, Pete: 
McArthur, Irving R. Bancroft, and Ross Moore.—Los 
Angeles Times, June 30, 1936. 


It is only rarely that a child is better than his hon 
influence. He may be smarter than his parents or mor 
successful or more beautiful, but his moral strength an 
his habits of life and his intellectual leanings will large! 
be those that he inherited and that he acquired or dé 
veloped in his home. Since we cannot make the worl 
over in a day, there is our point of beginning. 


3egin to think of your child as the descendant of 

thousand generations that have made on it an indelible 
mark of tendencies, instincts, passions, ambitions, habits 
and abilities or disabilities. This link in the long chait 
of your heredity is in the forge and on the anvil of hom: 
environment. It can be molded, shaped, strengthened, or 
it can be left weak and full of flaws. Are you going t 
make a stronger link in the long chain or a weaker one ?- 
From “The Harvest of the Years,” by Luther Burban! 
and Wilbur Hall. 
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Under this department are ordinarily grouped: 


furnished by the fifteenth of the preceding month. 


Coming Meetings 


American Medical Association, Atlantic City, New Jer- 
sey, June 7-11, 1937. Olin West, M. D., 535 North Dear- 
born Street, Chicago, secretary. 

California Medical Assocation, Del Monte, May 2-5, 
1937. F. 


C. Warnshuis, M.D., 450 Sutter Street, San 
Francisco, secretary. 

Nevada State Medical Association, Reno, September 
25-26, 1936. Horace J. Brown, M.D., 20 North Virginia 
Street, Reno, secretary. 


Rocky Mountain Tuberculosis Conference, Albuquerque, 
New Mexico, September 28-29, 1936. Arnold Minnig, 
M.D., 638 Metropolitan Building, Denver, Colorado, 
secretary. 


Medical Broadcasts* 


The American Medical Association broadcasts have 
been discountinued for the summer months. A new series 
is under consideration for the autumn and winter of 1936- 
1937. 

San Francisco County Medical Society.— The radio 
broadcast program for the San Francisco County Medical 
Society for the month of September is as follows: 

Tuesday, September 1—KYA, 6p. m. 

Tuesday, September 8—KYA, 6 p. m. 

Tuesday, September 15—KYA, 6 p. m, 

Tuesday, September 22—KYA, 6 p. m. 

Tuesday, September 29—KYQA, 6 p. m. 
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Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medical 
\ssociation for the month of September is as follows: 
Tuesday, September 1—KECA, 10:30 a.m. Subject: The 

Road of Health. 

Saturday, September 5—KFI, 9 a. m. 
of Health, 
Saturday, September 5—KFAC, 10:15 a. m. 

Doctor and You. 

Tuesday, September 8—KECA, 

Road to Health. 
Saturday, September 12 

of Health. 

Saturday, September 12—KFAC, 10:15 a. m. 

Doctor and You. 

Tuesday, September 15—KECA, 10:30 a. m. 

Road of Health. 

Saturday, September 19—KFI, 9 a. m. 
of Health. 
Saturday, September 19—KFAC, 10:15 a. m. 

Doctor and You. 

Tuesday, September 22—KECA, 10:30 a. m. 

Road of Health. 

Saturday, September 26—KFI, 9 a. m. 
of Health. 
Saturday, September 26—KFAC, 10:15 a. m. 

Doctor and You. 

Tuesday, September 29—KECA, 10:30 a. m. 

Road of Health. 


Subject: The Road 
Subject: Your 
10:30 a. m. 


Subject: The 


-KFI, 9 a.m. Subject: The Road 
Subject: Your 
Subject: The 
Subject: The Road 
Subject: Your 
Subject: The 
Subject: The Road 
Subject: Your 
Subject: The 

*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
stition, day, date and hour, and subject) to CALIFORNIA 


\ND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
tor inclusion in this column. 


News Items; Letters; Special Articles; 
California Board of Medical Examiners; and other columns as occasion may warrant. 


Twenty-five Years Ago column; 
Items for the News column must be 


For Book Reviews, see index on the front cover, under Miscellany. 


Recent Exhibits in the Crummer Medical History 
Room of the University of California Medical School. 
These exhibits have included a display of material relating 
to the development of modern dental practices and an- 
esthesia. This was arranged for the meeting of the Ameri- 
can Dental Association held in San Francisco the early 
part of July. 

During the Sylvatic Plague Conference held at the 
University of California Medical School in June, there 
was a special exhibit of material relating to plague in 
California. In this exhibit, in addition to scientific publi- 
cations, there were pamphlets and news items relating to 
the controversy as to whether plague actually existed. 


Physicians at University of California Summer 
School for Research.— Three distinguished physicians 
have joined the pharmacy laboratories of the University 
of California Medical School for research work through- 
out the summer. 

Dr. S. A. Peoples, fellow in the Maudsley Hospital of 
London, and noted psychiatrist, is making a study of de- 
pressants on the central nervous system, as is Dr. P. K. 
Knoefel, former National Research Council Fellow at the 
Medical School. 

Dr. George Emerson, head of the department of phar- 
macy in the University of West Virginia, is engaging in 
laboratory work on the problems of anesthetic shock. 

Doctor Peoples has just been appointed assistant pro- 
fessor of pharmacy in the University of Louisville, and 
will take up his duties there in the fall. 


Salesmanship Is Vital to Public Health.— A phy- 
sician or surgeon should go to school all of his active life 
in order to keep adequately informed on the latest pro- 
cedures, and the University of California Medical School 
will do what it can within its resources to bring this 
about. 

This is the first declaration of policy of Dr. Williams 
McKim Marriott, who has just taken over his duties as 
dean of the school, succeeding Dr. Langley Porter, retired. 

Not only should the doctors be kept fully informed pro- 
fessionally, but “the Medical School has a job of sales- 
manship on its hands to fully acquaint the public with 
what it is doing,’ Doctor Marriott said. 


“It is the province of the Medical School to provide 
advanced education, in so far as possible, through organ- 
ized postgraduate work. Naturally, we would like to see 
the time when doctors will not have to go East or to 
Europe for further study. We would like to give them 
the same advantages right here at home. While I was in 
the Medical School of Washington University, St. Louis, 
I had many students from California, and I presume that 
this is true in other eastern centers. It would be a fine 
thing if we could keep them here instead.” 

Regarding public health salesmanship, any such pro- 
gram must be dictated by extreme caution and conserva- 
tism, “which should make it all the more effective,” he 
said. The school should be civic-minded as well as health- 
minded, with fullest codperation being extended to such 
organizations as chambers of commerce and service clubs, 
in driving home the message of good health and well- 
being. 

While in St. Louis, Doctor Marriott was a member of 
the board of directors of the Convention and Publicity 
Bureau of the St. Louis Chamber of Commerce. He has 
taken a temporary home in San Francisco with Mrs. 
Marriott and their 12-year-old son, McKim Marriott. 
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Rocky Mountain Tuberculosis Conference. — This 
year’s session will be held at the Franciscan Hotel, Albu- 
querque, New Mexico, on September 28 and 29, 1936. 
Listed among the speakers are the following Californians, 
with their subjects: 

When Should Artificial Pneumothorax Treatment Be 
Discontinued? by Munford Smith and Howard W. Bos- 
worth of Barlow Sanatorium, Los Angeles. 

Anesthesia to the Tuberculous, by Arthur E. Guedel, 
Professor of Anesthesiology, University of Southern Cali- 
fornia. 

Tuberculosis in the Aged, by John W. Shuman, As- 
sociate Professor of Medicine, College of Medical Evan- 
gelists, Los Angeles. 

Does Tuberculin Deserve a Place in the Therapy of 
Tuberculosis ?—Thirty Years in Retrospect, by Harry C. 
Warren, California Sanatorium for the Treatment of 
Tuberculosis, Belmont. 

For further information, address the secretary-treasurer, 
Arnold Minnig, M.D., 638 Metropolitan Building, Denver, 
Colorado. 

New Payment Plans Outlined.—In an effort to help 
both the doctor and the patient, several new plans of pay- 
ment have recently been announced by the Berkeley Gen- 
eral Hospital. In order to avoid confusion in the minds of 
the profession, they are outlined below: 

1. Cash Payment in Advance.—Traditional plan of col- 
lecting one week in advance. 

2. Patient’s Installment Plan.— The admission of re- 
sponsible private patients with a small down payment and 
small weekly or monthly installment payments. 

3. Collection of Physicians’ Fees——The extension of the 
installment plan to add doctor’s professional fees to the 
patient’s installment contract in any case where the doctor 
might feel that the hospital, because of the security behind 
its written agreement and its follow-up system, is in a 
better position to collect from the patient than he is. This 
medical credit service is entirely optional with the phy- 
sician and is not taken up with the patient unless so re- 
quested by the physician. 

4. Part-Pay Medical and Dental Clinics.—This plan is 
not open to private patients, but provides only for the care 
of deserving patients who, upon strict social service in- 
vestigation, and with the consent of the last attending 
physician, have been found eligible for out-patient care or 
hospitalization by the clinic staff at reduced part-pay rates 
in small installment payments. 


Interstate Postgraduate Association of North 
America. — The twenty-first International Assembly of 
the Interstate Postgraduate Medical Association of North 
America, under the presidency of Dr. David Riesman of 
Philadelphia, Pennsylvania, will be held in the public audi- 
torium of St. Paul, Minnesota, October 12, 13, 14, 15, 
and 16, with preassembly clinics on Saturday, October 10, 
and postassembly clinics Saturday, October 17, in the 
hosritals of St. Paul. 

The aim of the Program Committee, with Dr. George 
Crile as chairman, is to provide for the medical profession 
of North America an intensive postgraduate course cover- 
ing the various branches of medical science. The program 
has been carefully arranged to meet the demands of the 
general practitioner, as well as the specialist. Extreme 
care has been given in the selection of the contributors 
and the subjects of their contributions. 

In codperation with the Minnesota State Medical As- 
sociation, the Ramsey County Medical Society will be host 
to the Assembly and has arranged an excellent list of 
committees, who will function throughout the Assembly. 

An invitation is extended to all members of the pro- 
fession who are in good standing in their state or pro- 
vincial societies to be present and enjoy the hospitality of 
the medical profession of St. Paul. A registration fee of 
$5 will admit each member of the medical profession in 
good standing to all the scientific and clinical sessions. 

A list of the distinguished teachers and clinicians who 
will take part on the program will be sent on application 
to the managing director. 

Special railroad rates will be in effect. 

For further information write Dr. W. B. Peck, man- 
aging director, Freeport, Illinois. 
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County Hospital Head Retires—Norman R. Martin, 
executive superintendent of the Los Angeles County Gen 
eral Hospital, retired from that post today. 

Martin, who had served the county for two long periuds 
since 1915, recently submitted his resignation to the Boa 
of Supervisors because of ill health. 

He joined the county service in 1915, when he 
named superintendent of charities. At that trme he su; 
vised all relief work and had charge of the county hos))i- 
tal and the county farm. 

In 1917 he was named executive superintendent of the 
county hospital, in addition to his duties as superinten 
of the charity department. He held the two offices 1 
1923, when he retired to enter private business. 

In 1931 he returned to county service again as execu- 
tive superintendent of the new hospital, and supervised the 
occupancy of the new unit. 

He won national prestige for his administrative work 
in the big institution. And today, as he retired, he re- 
ceived hundreds of tributes from fellow workers at the 
institution and many private citizens—Los Angeles | 
ning Herald and Express, August 15, 1936. 


Pacific Association of Railway Surgeons. — Ihe 
thirty-fourth annual meeting was held at Reno, Nevada, 
September 4 and 5. Headquarters were at the Riverside. 

The program included the following papers : 

Address of the president, Dr. D. H. Moulton. 

Industrial Aspects of Lead, Arsenic, and Mercury; Car- 
bon Tetrachlorid, Benzine, etc., Dr. Verne R. Mason oi 
Los Angeles. 

The Traumatic Faker, William Raines, Esq., of Los 
Angeles. 

Fracture Symposium: The Newer Methods of Treat- 
ment. 

Historical Notes on the Development of Orthopedic 
Surgery (illustrated), Dr. L. D. Prince of San Francisc 

The Important Role of the (1) Eye and (2) Ear Spe- 
cialist in Industry, (1) Dr. R. A. Woodhull, Los Angeles: 
(2) Dr. H. B. Graham, San Francisco. 

The Radical Repair of Hernias, with Fascial Sutures 
(Motion Picture), Dr. H. G. Holder of San Diego. 

Chlorid Depletion: Its Surgical Significance, Doctors 
Curtis E. Smith and Alson R. Kilgore of San Francisco 

The Hazards of Hypertension, Dr. Philip King Brow 
of San Francisco. 

Coffey-Humber Malignancy Research, Doctors W. |} 
Coffey, F. D. Humber; H. H. Beard, Professor of Bio 
chemistry, Louisiana State University. 

Late Lues in Railway Employees, Dr. John M. Grav« 
of San Francisco. 


Mussel Poison Ban Extended to Southern Counties. 
Like Mata Hari, the famous woman spy of war-timc 
Paris, the phosphorescent sea glow-worm of the southern 
coast of California is beautiful but dangerous, for it is on¢ 
cause of the much-feared shellfish poisoning. 


For several years the State Board of Health has «1 
forced a rigid quarantine on sea mussels from Monterc 
County north to the Oregon line during the summe: 
months. This year, however, owing to the death of tw 
Los Angeles residents who ate mussels gathered from 
Ventura County beach, the ban has been extended sout 
of Monterey Bay for the first time. 


The Ventura outbreak marked the first time that to» 
mussels had been discovered south of Monterey. N 
investigations are being conducted as far south as tl 
Mexican border to prevent new attacks of this dead 
poison. 

The source of shellfish poisoning was unknown { 
many years, during which it was claiming lives eve! 
season. Then the Hooper Foundation of the Univers 
of California, after exhaustive research, found that t 
mussels were made poisonous by the presence in the wat 
of microscopic animal organisms, or protozoa, swept to t 
surface of the ocean by off-shore currents. Further stud 
revealed that the glow-worms, which produce beautif 
marine displays off the Southern California coast, are al 
a source of the paralytic poison which may cause deat 
within two hours after eating infected shellfish. 
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American Board of Obstetrics and Gynecology.— 
The next written examination and review of case histories 
of Group B applicants by the American Board of Ob- 
stetrics and Gynecology will be held in various cities in 
the United States and Canada on Saturday, November 7, 
1936. 

Application blanks and booklets of information may be 
obtained from Dr. Paul Titus, secretary, 1015 Highland 
Building, Pittsburgh (6), Pennsylvania. Applications for 
this examination must be filed in the secretary’s office 
sixty days prior to the scheduled date of examination. 


A Newspaper Item of Interest to All Physicians and 
Surgeons Licensed in California——The following article 
appeared in Clinical Osteopathy, Vol. 32, No. 1, p. 21, 
July, 1936. Clinical Osteopathy is published monthly by 
the California Osteopathic Association at 799 Kensington 
Road, Los Angeles. The excerpt follows: 


CALIFORNIA DRUGLESS LICENTIATES MAY QUALIFY FOR 
PHYSICIANS AND SURGEONS 

“At a meeting held June 29 to July 1 in Los Angeles, 
the California Board of Osteopathic Examiners adopted 
a resolution which opens the way for a number of drug- 
less licentiates heretofore barred from obtaining a phy- 
sician and surgeon certificate to obtain such certificate 
with a minimum of sacrifice of time from practice. 





“Drugless licentiates who have completed the necessary 
premedical courses as prescribed by the State Medical 
Practice Act, and who comply with Section 10 of this Act, 
may now take a minimum of one trimester at the College 
of Osteopathic Physicians and Surgeons to qualify for the 
examination in additional subjects necessary to become 
eligible for a physician and surgeon certificate. These 
subjects are: biochemistry; advanced bacteriology and 
pathology; surgery; materia medica, pharmacology and 
therapeutics; general medicine, including clinical micros- 
copy; advanced obstetrics and gynecology. 

“This will be welcome news to drugless licentiates who 
have desired to obtain the physician and surgeon certifi- 
cate, but have been unable to do so because of the unduly 
large sacrifice of time heretofore necessary to become 
qualified. 


Public Health Administration in Sacramento.—Dr. 
Herbert F. True, City Health Officer of Sacramento, has 
issued the report of the Sacramento City Health Depart- 
ment for the year ending December 31, 1935. This report 
presents a careful and interesting account of the activities 
of an efficient municipal department of public health. 


At a per capita cost of 78 cents, reduced to a net cost 
of 30 cents through revenues from fees, the people of 
Sacramento are provided with adequate safeguards to the 
health of the community. During 1935 no epidemics of 
food poisoning occurred in Sacramento, although many out- 
breaks occurred in various communities scattered through- 
out the state. Tuberculosis did not increase greatly in 
prevalence and, as a result of better housing and eco- 
nomic conditions, there was a marked lowering in the 
number of pneumonia cases. Rabies was kept under con- 
trol, and Doctor True refers to the fact that the police 
dog is seen less frequently. Records show that the slash- 
ing, cutting injuries from this particular animal are of fre- 
quent occurrence. The infant mortality rate rose slightly 
and a limited outbreak of smallpox occurred. Diphtheria 
gained a considerable start in one school district, the 
health officer recording with regret 138 cases with four 
deaths. Doctor True believes that all of these cases and 
deaths were avoidable and makes the following comment: 
“Many parents who will give a child life insurance policy 
protection, and even fire protection against the loss of a 
home, neglect this health protection so vital to the little 
one.” Scarlet fever and measles showed increases in preva- 
lence, as was common throughout most of the cities and 
states. 


_ The Sacramento City Department of Health is organ- 
ized into twelve divisions—Administration, Public Health 
Nursing, Child Hygiene, Clinics, Dental Clinic, Emergency 
Hospital, Laboratories, Sanitation, Food and Market 
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Inspection, Plumbing Inspection, Animal Welfare and 
Pound, and the Division of Cemeteries. It will be recog- 
nized that several of these activities are not ordinarily 
assigned to a department of public health, although some 
of the work done by each of such divisions may have a 
certain public health significance. 

The department was entered for the fourth time in the 
United States Inter-Chamber Health Conservation Con- 
test, advancing to sixth place from twentieth place in 
1931, when the original entry was made. 

In making a plea for private physicians to take part in 
the preventive portion of public health work, Doctor True 
makes the following quotation from an address by Dr. 
Howard Morrow, President of the California State Board 
of Public Health: 

“Today many children die in the morning of life, and 
men and women die prematurely from diseases that are 
controllable or preventable by methods already available. 

“These methods are not alone sanitation nor other im- 
personal procedures such as quarantine, food protection 
measures, etc., but include that most important need of a 
close co6peration between patient and physician. 

“The full-time public health officer is in a most favor- 
able position to lead in calling the attention of the public 
to the value of this close physician-patient relationship 
and to urge its establishment and continuance.” 


LETTERS 


Concerning contribution of California Medical As- 

sociation to Lane Library. 
July 23, 1936. 
Dr. Frederick C. Warnshuis 
California Medical Association 
450 Sutter Street 
San Francisco, California 
My dear Doctor Warnshuis : 

Doctor Chandler sent me the check from the California 
Medical Association and I wish to thank you again for 
all your kindness to us. We appreciate the generous dona- 
tion of the Association and are very grateful for the help 
they are giving us. 

Very sincerely, 
Loutse OpHULs, 
Librarian, Lane Medical Library. 


Concerning California Medical Association contribu- 

tion to Barlow Medical Library. 
Los Angeles, July 22, 19306. 
Frederick C. Warnshuis, M.D. 
Secretary, California Medical Association 
Four Fifty Sutter Street 
San Francisco, California 
My dear Doctor Warnshuis : 

I take great pleasure, in behalf of the Barlow Medical 
Library, of accepting the check of the California Medica 
Association representing the per membership contribution 
to the Library. 

Very sincerely, 


E. Vincent ASKEY, Secretary. 


Concerning placement of the Department of Pro- 
fessional and Vocational Standards of the State of Calli- 
fornia on the mailing list of California and Western 
Medicine. 

Sacramento, August 6, 1936. 

Dear Doctors: Answering your letter of July 23, 1936, 
advising me that you had placed my name upon the com- 
plimentary mailing list to receive your publication, I wish 
to express my thanks for your thoughtfulness. Being 
charged with a certain degree of supervision over the 
activities of medical groups, I am naturally interested in 
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up-to-date editorial and Association news, and regard the 
action of the California Medical Association as furnishing 
me another source of information which will be both 
interesting and valuable. 
Again thanking you, I am 
Very truly yours, 
Wiuu1aM G. Bone Ltt, Director. 


Concerning Federal (United States Public Health) 
regulations on psittacosis (interstate shipment of psit- 
tacine birds from California).* 

Copy 
Unrrep States Pusric HEALTH SERVICE 
USPHS No. 0425—General (Psittacosis). 
xX 1950—California Bird Breeders’ Associ- 
ation. 
July 30, 1936. 
Mr. Gilbert C. Lee, President Emeritus 
Southern California Bird Breeders’ Association 
Room 200, 110 Center 
Los Angeles, California. 

Sir :—This office is in receipt of your letter of July 24, 
requesting, on behalf of the California Bird Breeders’ As- 
sociation, that Section 1514, Interstate Quarantine Regula- 
tions, governing the interstate transportation of psittacine 
birds, be rescinded. 

With respect to your statement that no state other than 
California has complied with the law in regard to the 
laboratory examination of birds, your attention is invited 
to language of Section 15% of the Interstate Quarantine 
Regulations relating to the certification of interstate ship- 
ments, which requires that inspections of bird-breeding 
establishments shall be supplemented by “such laboratory 
examinations of birds ... as may be deemed necessary 
to enable the certifying authority to determine that the 
birds offered for shipment are free from psittacosis infec- 
tion.” While the Public Health Service has received no 
specific information which would indicate that the health 
authorities of states other than California are not making 
laboratory examinations of birds in connection with the 
certification of interstate shipments, it may be pointed out 
that the regulations do not require such examination in 
every instance, but leave to the discretion of the state 
health authority determination as to whether laboratory 
examination of birds may be necessary. It has been ex- 
pected that each state health officer would be guided in 
this respect, to a considerable extent, but the history of 
the establishment in relation to the presence or absence of 
psittacosis infection in the past. In this connection it may 
be stated that within the past few years the only outbreaks 
of human psittacosis traceable to parrakeets shipped in 
interstate commerce were directly attributable to infected 
stock originating in California. There has been no evi- 
dence to indicate that the infection is present in any other 
state. 

The Interstate Quarantine Regulations place upon the 
bird-breeding establishments and the transportation com- 
panies the responsibility of seeing that the requirement 
with respect to the age of birds that may be shipped in 


* References to articles in CALIFORNIA AND WESTERN 
MEDICINE on the subject of psittacosis include: 

States Ban Parrakeet Shipments, Vol. XL, No. 3 March, 
1934, page 212, Miscellany. 

U. S. Interstate Quarantine Regulations Amended, Vol. 
XL, No. 4, April, 1934, page 313. Filler. 

Vol. XL, No. 4, April, 1934, advertising page 29. Filler. 

Psittacosis, Vol. XL, No. 5, May, 1934, page 380. Editorial. 

Psittacosis—James B. Luckie, Vol. 41, No. 2, August, 
1934, page 98. Original article. 

Psittacosis in Germany and Holland in 1935—Karl Meyer, 
Vol. 41, No. 2, August, 1934, page 133. Editorial Comment. 

Psittacosis in California, Vol. 43, No. 4, October, 1935, 
page 253. Editorial. 

Psittacosis—Arthur B. 
1935, page 257. Original article. 

Psittacosis in Australia—K. 
October, 1935, page 260. 

Psittacosis 
1936, page 79. 


Steele, Vol. 43, No. 4, October, 
F. Meyer, Vol. 
Original article. 

and Tularemia, Vol. 44, No. 2, 
Original article. 


43, No. 4, 


February, 
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interstate commerce be observed. If you will furnish this 
office with the names and addresses of bird breeders and 
the names of the transportation companies who have vio- 
lated the regulations by shipping or accepting for ship- 
ment birds under the age limit specified, I shall be very 
glad to initiate at once an investigation of this matter a: 
to refer to the Department of Justice any violations 
the regulations which can be proven. 

I note your statement that Section 15% of the Inter- 
state Quarantine Regulations works great hardship upon 
bird breeders by virtue of the fact that the California De- 
partment of Public Health has taken 20 per cent of the 
birds of each breeder for laboratory examination. As this 
office has repeatedly pointed out to your Association, the 
promulgation of Section 15% of the Interstate Quarantine 
Regulations, with the rigid requirements and activities of 
the California Department of Public Health direct: 
toward cleaning up psittacosis in California, probably 
saved the bird-breeding industry in your state. At the 
time the latest amendment to the regulations was promu!- 
gated and the State Department of Public Health adopted 
its present procedure in connection with certification, a 
number of states were demanding that the Public Health 
Service set up an embargo against all interstate shipments 
of psittacine birds, and were considering the establishment 
of individual state embargoes against such shipments. It 
is my belief that if the bird breeders of California are 
wise they not only will refrain from complaining of the 
restrictions which have been placed upon the breeding and 
shipping of parrakeets and other psittacine birds, but ac- 
cept the activity of the State Department of Public 
Health as being one of the most helpful things that could 
be done for the industry, and give their fullest codperation 
in meeting the requirements which, after all, have been 
set up for the protection of the industry as well as the 
public. The Public Health Service has full confidence in 
the activities of the State Department of Public Health 
directed toward keeping infected birds out of interstate 
traffic. That the effort toward this end has been effective 
is indicated by the fact that no outbreak of human psitta- 
cosis has been reported outside of California since the 
State Department of Public Health adopted its new pro- 
cedure. It is believed that the recent history of psittacosis 
in California and in other states where fatal outbreaks of 
the disease were directly traceable to infected birds from 
California fully warrant the procedure adopted by the 
State Department of Public Health in connection with the 
certification of interstate shipments. 

While it is regrettable that psittacosis infection in avia- 
ries in California has made it necessary to impose certain 
restrictions on interstate shipments for the protection of 
the public, and it is realized that the application of these 
restrictions has worked a hardship upon the bird breeders, 
one must not lose sight of the public’s right to be pro- 
tected from the hazard of illness and possible loss of life 
I do not consider it advisable to recommend the rescinding 
of Section 1514 of the Interstate Quarantine Regulations 
at this time. 

Very truly yours, 


(Signed) THomas Parran, 


Surgeon-General. 
cc: to Dr. W. M. Dickie, 
Director, California State Board of Health. 


Concerning “abortion racket.” 


Boarp oF MepicAL EXAMINERS 
STATE OF CALIFORNIA 


San Francisco, August 3, 1930. 


To the Editor :—Referring to the clipping from the | 
Angeles Times of July 27, 1936, commenting on what w: 
term the Pacific Coast abortion racket, wherein is relat 
that “Los Angeles politicians has guaranteed ‘arrest pro- 
tection’ to the operators of illegal surgery clinics. . . 
It is reported that at a price of several thousand dollars 
a month they had arranged to ‘fix’ not only police and 
officers of the State Medical Board, but members of thi 
District Attorney’s office as well.” 

This article strikes us as a smoke screen in an endeavo! 
to discredit the Board of Medical Examiners. 
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The so-called abortion racket of Pacific Coast magni- 
tude has been under investigation by the Board of Medical 
Examiners, through its executive officer, for the past two 
years. We have communicated the facts to the District 
Attorneys’ offices of the counties of Alameda, Los Angeles, 
and San Francisco. 

The promoters became rather firmly entrenched. Offices 
have been maintained in Seattle, Portland, San Francisco, 
Oakland, San Jose, Los Angeles, Hollywood, and San 
Diego. The denouement came early in June this year in 
the form of a San Francisco grand jury indictment of 
some thirty-one individuals, said to be connected with 
this ring, whose names were printed in CALIFORNIA AND 
WESTERN MenictNE (News Items), July, 1936, page 112. 
Then followed a raid made by Assistant District Attorney 
McMahon of San Francisco County, accompanied by 
police officers of the San Francisco Homicide Squad, 
when office records, equipment, etc., were seized in San 
Francisco and Oakland. They then journeyed to Los 
Angeles, where, accompanied by a representative of the 
District Attorney’s office, offices were raided, and within 
the past two weeks offices in San Diego have been raided. 


Practically all of the indicted individuals have been 
arraigned in the San Francisco courts, and we understand 
the trial is set in the Superior Court of San Francisco 
for early in October. 


Under date of July 13, 1936, the Los Angeles District 
Attorney advised that he had been informed the local 
police department intended within a week or two to sub- 
mit evidence to the Los Angeles County grand jury. 


It is a matter of common rumor that the asserted pro- 
moter of this ring has openly boasted of his “protection.” 
Before the curtain finally falls we anticipate that his 
boasts will be proven false. 


The latest rumor is that endeavors will be made by the 
defense to have continuances granted from time to time 
in hopes that when the trial is finally held important wit- 
nesses will have “disappeared.” 


In so far as the Board of Medical Examiners is con- 
cerned, rest assured that no “protection” can be obtained 
at any price by those engaged in violation of law. Our 
board, individually and collectively, has always endeavored 
to perpetuate those high ideals which have marked the 
ethical practice of medicine in America, as well as to en- 
force the provisions of the Medical Practice Act. True, 
we have occasionally found that the Board has been “sold 
out” by some unscrupulous employee, but as soon as the 
discovery is made, no time has been wasted in ousting 
such employee. 

The interest of the Board of Medical Examiners will 
continue in the active prosecution of the so-called Pacific 
Coast abortion ring until its final determination in the 
courts. We have had most commendable support from 
District Attorney Matthew Brady and his assistant, Mr. 
McMahon, of San Francisco, which promises to result in 
the complete eradication of this organized racket. 

Very truly yours, 
C. B. Pinxuam, M.D., 


Secretary-Treasurer. 
v 7 v 


SURGERY RING TO BE PROBED 
Charges that a syndicate of Los Angeles politicians has 
guaranteed ‘arrest protection’”’ to the operators of illegal 
surgery clinics are to be investigated next week by the 
county grand jury. 


Plans for the jury inquiry were disclosed by police and 
District Attorney’s aids when it was learned that a group 
of surgeons, asserted members of a state-wide illegal 
operation “ring,’’ had undertaken to renew activities in 
Los Angeles after having been driven out of business 
several months ago. 


Reopening offices in a downtown building, which they 
had hurriedly evacuated upon the threat of police raids, 
the surgeons boasted to prospective patients, it was re- 
ported, that, at a price of several thousand dollars a 
month, they had arranged to “fix’? not only police and 
officials of the State Medical Board, but members of the 
District Attorney’s office as well. — Los Angeles Times, 
July 27, 1936. 
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SPECIAL ARTICLES 


THE AMERICAN BOARD OF INTERNAL 
MEDICINE, INC. 


The American Board of Internal Medicine, Incorpo- 
rated, February 28, 1936, completed its organization on 
June 15, 1936. The officers chosen were: Walter L. Bier- 
ring of Des Moines, chairman; Jonathan C. Meakins of 
Montreal, vice-chairman; and O. H. Perry Pepper of 
Philadelphia, secretary-treasurer. These officers, with the 
following six members, constitute the present member- 
ship of the Board: David P. Barr of St. Louis, Reginald 
Fitz of Boston, Ernest E. Irons of Chicago, William S. 
Middleton of Madison, John H. Musser of New Orleans, 
and G. Gill Richards of Salt Lake City. 


The term of office of each member will be three years, 
and no member can serve more than two consecutive 
three-year terms. 


The organization of the Board is the result of effective 
effort on the part of the American College of Physicians 
in conjunction with the Section on Practice of Medicine 
of the American Medical Association, and these two or- 
ganizations are represented in the membership of the 
Board on a five to four ratio, respectively. 

The American Board of Internal Medicine had previ- 
ously received the official approval of the two bodies 
fostering its organization, as well as that of the Advisory 
Board for Medical Specialties and the Council on Medical 
Education and Hospitals of the American Medical As- 
sociation. 


The purpose of the Board will be the certification of 
specialists in the field of internal medicine, and the estab- 
lishment of qualifications with the required examination 
procedure for such certification. 


While the Board is at present chiefly concerned with 
the qualification and procedure for certification in the 
general field of internal medicine, it is intended to inaugu- 
rate immediately after July 1, 1937, similar qualification 
and procedure for additional certification in certain of the 
more restricted and specialized branches of internal medi- 
cine, as gastro-enterology, cardiology, metabolic diseases, 
tuberculosis, allergic diseases, etc. Such special certifi- 
cation will be considered only for candidates who have 
passed at least the written examination required for certifi- 
cation in general internal medicine. The operation of such 
a plan will require the active participation and codper- 
ation of recognized representatives from each of such 
special fields of medicine. 


Each applicant for admission to the examination in in- 
ternal medicine will be required to meet the following 
standards : 


General Qualifications 


1. Satisfactory moral and ethical standing in the pro- 
fession. 


2. Membership in the American Medical Association 
or, by courtesy, membership in such Canadian or other 
medical societies as are recognized for this purpose by 
the Council on Medical Education and Hospitals of the 
American Medical Association. Except as here provided, 
membership in other societies will not be required. 


Professional Standing 


1. Graduation from a medical school of the United 
States or Canada recognized by the Council on Medical 
Education and Hospitals of the American Medical As- 
sociation. 


2. Completion of an internship of not less than one year 
in a hospital approved by the same council. 

3. In the case of an applicant whose training has been 
received outside of the United States and Canada, his 
credentials must be satisfactory to the Advisory Board 
for Medical Specialties and the Council on Medical Edu- 
cation and Hospitals of the American Medical Association. 


Special Training 


1. Five years must elapse after completion of a year’s 
internship in a hospital approved for interne training 
before the candidate is eligible for examination. 
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2. Three years of this period must be devoted to special 
training in internal medicine. This requirement should 
include a period of at least several months of graduate 
work under proper supervision in anatomy, physiology, 
biochemistry, pathology, bacteriology, or pharmacology, 
particularly as related to the practice of internal medicine. 

This work may be carried on in any domestic or foreign 
medical school or laboratory recognized by the Council on 
Medical Education and Hospitals of the American Medi- 
cal Association as offering appropriate facilities for this 
type of postgraduate experience; or it may include a 
period of at least several months of graduate work under 
proper supervision in internal medicine or in its restricted 
and specialized branches in any domestic or foreign hospi- 
tal, clinic, or dispensary, recognized by the above Council 
as offering appropriate facilities for this type of post- 
graduate experience. 

3. A period of not less than two years of special prac- 
tice in the field of internal medicine or in its more re- 
stricted and specialized branches. 

The American Board of Internal Medicine does not 
propose to establish fixed rules for the preliminary train- 
ing of candidates for certification in this field. Broad gen- 
eral principles for training, however, may be outlined, 
although such suggestions as are made must, of necessity, 
be subject to constant changes reflecting the dynamic 
nature of the specialty. 

A sound knowledge of physiology, biochemistry, phar- 
macology, anatomy, bacteriology, and pathology, in so far 
as they apply to disease, is regarded as essential for con- 
tinued progress of the individual who practices internal 
medicine. The mere factual knowledge of medicine and 
its basic sciences is not sufficient. The candidate must 
have had training in their use in furthering his under- 
standing of clinical medicine. This implies practical ex- 
perience under the guidance of older men who bring to 
their clinical problems ripe knowledge and critical judg- 
ment. Preparation to meet this requirement adequately 
may be even more difficult to obtain than the so-called 
scientific training. It may, however, be acquired in the 
following ways: 

(a) By work in a well-organized hospital outdoor clinic 
conducted by competent physicians. 


(b) By a prolonged period of resident hospital appoint- 
ments likewise directed by skilled physicians. 


(c) By a period of training in intimate association with 
a well-trained and critical physician who takes the trouble 
to teach and guide his assistant rather than to require him 
only to carry out the minor drudgery of a busy practice. 

4. The Board does not consider it to the best interests 
of internal medicine in this country that rigid rules as to 
where or how the training outlined above is to be ob- 
tained. Medical teaching and knowledge are international. 
The opportunities of all prospective candidates are not 
the same. Some may have the opportunity of widening 
their knowledge by a period of study abroad. Others, at 
the other extreme, may be restricted to a comparatively 
narrow geographic area and their detailed training must 
be obtained in short periods scattered over a long time. 
Although it is laid down that at least five years must 
elapse between the termination of the first interrie year 
and the time when the candidate is eligible to take the 
examination, a longer period is advisable. The Board 
wishes to emphasize that the time and training are but 
means to the end of acquiring a broadness and depth of 
knowledge of internal medicine which the candidate must 
demonstrate to the Board in order to justify it in certify- 
ing that he is competent to practice internal medicine as 
a specialty. The responsibility of acquiring the knowledge 
as best he may rests with the candidate, while the re- 
sponsibility of maintaining the standard of knowledge 
required for certification devolves on the Board. 


Vethod of Examination 

The examination required of candidates for certification 
as specialists in internal medicine will comprise: Part I 
(written) and Part II (practical or clinical). 

Part I: The written examination is to be held simul- 
taneously in different sections of the United States and 
Canada, and will include: (@) Questions in applied physi- 
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ology, physiological chemistry, pathology, pharmacolog 
and the cultural aspects of medicine. (b) Questions 
general internal medicine. 

The first written examination will be held in Decemlx 
1936, and candidates successful in this written test 
be eligible for the first practical or clinical examinat 
which will be conducted by members of the Board mn 
the time for the annual session of the American Colle 
of Physicians at St. Louis in April, 1937. The secon 
practical examination will be held at Philadelphia m 
the time of the annual session of the American Medi 
Association in Atlantic City in June, 1937. 

The fee for examination is $40, which must accompa 
the application, and an additional fee of $10 is requir 
when the certificate is issued. 

Application blanks and further information can be « 
tained by addressing the office of the chairman, Walter | 
Bierring, M.D., 406 Sixth Avenue, Des Moines, Iowa. 


CALIFORNIA STATE DEPARTMENT OF 
PUBLIC HEALTH 


Report to Governor’s Council 


A monthly report of the California State Board of 
Health presents a survey of the major activities of the 
department during the preceding thirty days. Members 
of the California Medical Association who wish to orient 
themselves concerning the nature and scope of the State 
Health Department’s work can do so by perusing the 
July 27, 1936, report submitted to Governor Frank F. 
Merriam’s Council by Dr. W. M. Dickie, Director of 
Public Health. The present members of the California 
State Board of Public Health are: President Howard 
Morrow of San Francisco, Vice-President Edward \ 
Pallette of Los Angeles, George H. Kress of Los Angeles. 
William R. P. Clark of San Francisco, Gifford L. Sobey 
of Paso Robles, Gustave Wilson of Sacramento, and 
Walter M. Dickie of Sacramento, executive officer. The 
report follows : 


BUREAU OF ADMINISTRATION 


Activities of the Director—-The director spent the en- 
tire month of June in the northern part of the State. 
Conferences were held in San Francisco relative to prose- 
cutions under the Pure Drugs Act; the development of 
nursing courses in training schools; the enforcement of 
wine standards; the regulation of the packing of dog 
foods; the development of a crippled-child program under 
Social Security; the development of full-time county 
health units; regulations pertaining to the packing of fish 
and fish products; organization of courses in the Western 
School of Public Health; the enforcement of regulations 
for the control of custard fillings in bakery goods; the 
enforcement of standards for jams and jellies; a proposed 
research study into dysenteries and diarrheas in Cali- 
fornia; and many other subjects including those pertain- 
ing to interdepartmental matters. 

Among those officials from outside of the State w! 
conferred with the director during the month of June wert 
the following. (Names deleted to conserve space. 


BUREAU CF EPIDEMIOLOGY 


Food Poisoning.—At this season of the year, outbrea!:s 
of food poisoning occur commonly. Most of these ou 
breaks are of bacterial origin and are due to exposure 
contamination and to holding at temperatures favoral 
to the growth of bacteria. Several such outbreaks we! 
investigated during the month of June. One of them 
volved eclairs purchased from a bakery, laboratory exan 
nations of which revealed a heavy contamination w'' 
staphylococci, the ordinary pus germ. Nineteen cases we 
involved in this outbreak, and the proprietor of the bak« 
involved was given instructions in the prevention of sin 
lar contaminations of this food product. Another outbr« 
involved a students’ camp which housed 190 persons. 
particular food product, however, was incriminated. It 
important at this season of the year that all food products. 
particularly those containing cream-custard fillings, show! 
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be manufactured under the cleanest of conditions, and 
unless they are eaten immediately after their manufacture 
they should be stored at low temperatures. 


Septic Sore Throat-——An outbreak of septic sore throat, 
scarlet fever, and diphtheria in an orphans’ home was in- 
vestigated. There were twenty-one cases of septic sore 
throat, six cases of scarlet fever, with four suspects, two 
cases of diphtheria, and six carriers. Milk was produced 
from the home herd, under filthy conditions, and one of 
the milkers had suffered from sore throat before the epi- 
demic started. Instructions for the production of a better 
milk supply were given. 


Typhoid Fever—Outbreaks of typhoid fever were in- 
vestigated in three different sections of the State. Two 
oi them involved drinking water. One of these found its 
source in raw river water containing sewage, and the 
other came from a well located close to a dilapidated 
privy. The third outbreak involved an infected milk 
supply. 


Typhus Fever.—A father and son living near the Mexi- 
can boundary developed chills and fever followed by an 
eruption, the cases developing into typical typhus fever. 
It is possible that the disease was transmitted by rat fleas. 
Typhus fever is endemic in Mexico, where it has pre- 
vailed over a long period of years. It runs a long and 
uncomfortable course. Fortunately, it is not of frequent 
occurrence in California, but isolated outbreaks occur 
occasionally. 

Other Investigations.— Among other investigations 
undertaken during June were those involving infectious 
mononucleosis, leprosy, coccidioidal granuloma, suspected 
smallpox, tularemia, and plague. 


General Health Conditions—Measles, chickenpox, and 
German measles decreased in prevalence during June. 
The statistics for influenza indicate an increase. This is 
more apparent than real, however, as the figures repre- 
sent cases that occurred earlier in the year, but which 
were not reported promptly. Epidemic poliomyelitis (in- 
fantile paralysis) continues at a normal level and shows 
no indication of increased prevalence at this time. 


BUREAU OF FOOD AND DRUG INSPECTION 
> 


Imported Eggs.—¥orty-six cases of imported egg prod- 
ucts were inspected during June, and fees for the same 
were collected as provided in the law. A complaint charg- 
ing the use of imported eggs without proper labeling was 
dismissed in a San Diego justice court upon recommenda- 
tion of the District Attorney's office, because of the firms’ 
willingness to comply with the law at all future times. 


Egg Noodles.—Inspections were made of alleged egg 
noodles shipped into California from the Hawaiian Islands. 
Laboratory investigations disclosed that the product con- 
tained no eggs, but was artificially colored with coal-tar 
dye. The shipment of 3,500 pounds was quarantined. 


Used Containers—A survey of used containers, both 
glassware and cooperage, was continued during June. Spe- 
cial attenton was given to pickle manufacturers who use 
second-hand barrels. Coopers, in general, have indicated 
a willingness to codperate in keeping containers unsuit- 
able for food products from reaching the hands of the 
food packers. Second-hand bottle-washing places were in- 
spected and warnings given with reference to the use of 
trade-marked bottles. 


Drug Inspections. — Samples of hair tonics, laxatives. 
and a wide variety of so-called homeopathic remedies were 
inspected. Various so-called health institutions were in- 
vestigated, and one was cited to appear to show why prose- 
cutions should not follow for the advertising of certain 
remedies and treatment prohibited under the Statutes of 


1919, 


Vine Inspections —Approximately seventy-five official 
samples of wines were submitted to the laboratory during 
June. Difficulties were encountered with owners of small 
vineries, as their cellars are not equipped to care for wine 
properly. Several actions against wineries are pending, 
inany of whose products are mislabeled. Upon receipt of 
laboratory findings of substandard wine, the Attorney- 
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General's office prepares the libel order, which is handled 
through the Superior Court, and at the same time an 
order is issued to show cause why the questionable mate- 
rial should not be destroyed or other disposition made. 


Other Inspections —Other inspections carried on during 
June covered canned goods, dog, food, lima beans. alimen- 
tary paste, “chicken turnovers,” dried fruit, jams, and 
jellies. 


Food Materials Destroyed. — During June more than 
40,000 gallons of red wine and claret were destroyed be- 
cause they were substandard and unfit for human con- 
sumption. Almost 1,000 sacks of onions were destroyed 
because of decay, and 177 cases of canned goods, damaged 
by fire, also met with destruction. Every effort was made 
to salvage these products for human consumption. 


Prosecutions. — Eleven cases were prosecuted by this 
bureau during June. These involved violations of the Pure 
Food and Pure Drug Act. Fines ranging from $10 to $25 
were imposed. 


BUREAU OF CANNERY INSPECTION 


Animal Food-—On June 3, definitions and standards 
for the commercial packing of dog food in California were 
established by the State Board of Public Health. Repre- 
sentative samples of each pack under the new regulations 
were submitted to the laboratory, together with a copy 
of the formula used by the canner. This procedure was 
followed so as to assist the packers in determining that 
each formula met the necessary specifications. A system 
of coding has been introduced for the purpose of marking 
all goods packed in California and shipped outside of the 
State. In general, the packers of animal foods are coéper- 
ating in placing the industry on a sound basis. 


Asparagus.—Seasonal packing of asparagus was com- 
pleted in June. The federal control instituted on the pack- 
ing of this product did not interfere with the volume, and 
a full packing season to the end of June was enjoyed by 
the industry. As a whole, the asparagus of 1936 is of very 
good quality. 


Miscellaneous Products—Among other food products 
packed during June under the supervision of the Bureau 
of Cannery Inspection were the following: artichokes, 
peas, health foods, hominy, lima beans, mushrooms, olives, 
pork and beans, puree, tomato soup, specialties, vegetable 
salad, tuna, and mackerel. 


BUREAU OF SANITARY INSPECTIONS 


Rodent Survey.—The rodent survey carried on by this 
bureau was continued during June in sections of Sonoma, 
Santa Cruz, Monterey, San [uis Obispo, Modoc, and 


Lassen counties. A total of 3,130 rodents was collected 
and examined. Intensive rodent-control activities are under 
way in Modoc and Lassen counties under the supervision 
of county agricultural commissioners codperating with the 
State Department of Apriculture and federal officials. 
Rodent-control activities were also carried on in sections 
of Contra Costa, Alameda, and San Mateo counties. 
Totals of 18,000 acres were inspected and 60,000 acres 
were reinspected. ... 


Ocean Beaches.—-At the request of Oakland city offi- 
cials, investigations of complaints relative to the pollution 
of ocean beaches, both north and south of San Francisco, 
were investigated. It was found that twelve beaches were 
more or less littered with garbage and refuse of all sorts. 
Identification of material picked up on the beaches indi- 
cated that most of the refuse came from the boats which 
dumped Oakland garbage at sea. It was arranged to have 
all waste matter removed at the expense of the city, and 
crews of men were transported to clean the beaches thor- 
oughly. Investigations were started to determine why 
refuse from the Oakland garbage boats floated ashore at 
this time. Ordinarily this waste is dumped at consider- 
able distance from the shore line and is carried out to sea 
by strong currents. 


Highway Eating Places Inspected—Food supply places 
and service stations along the Yuba Pass Highway in 
Nevada and Placer counties and United States Highway 



























































































































































































































































































































































































































































300 CALIFORNIA AND WESTERN MEDICINE 





No. 50 in El Dorado County 
following results : 
Food-supply places inspected 
rennet) MII oa cecteemseninlebabenbeunebaaue 
Number with minor defects................. 

Number unsanitary 
Service stations inspected 
Number satisfactory ...................-cc0ses--+- 
Number with minor defects 
Number insanitary .. 







were inspected, with the 


BUREAU OF LABORATORIES 
Bacteriological Laboratory.—Following is the diagnostic 


detail of examinations made in this laboratory during the 
month of June: 


Slides, prepared and examined for the diagnosis of 
diphtheria, tuberculosis, gonorrhea, malaria, rabies 
NN RN sis racsssenseateecasinassmecenoranacecenekaescaogiesasee 3,107 

Plate cultures made, examined and selected colonies 
transplanted during examination for typhoid, para- 
typhoid, dysentery, food poisoning, plague, un- 
SESRONT ED: GRODOTIARIIEEOIAG, QUID. ocncsnsccsicceceiesesemsnsesencssensecssscne 729 

Culture tubes inoculated (fluid and solid media) for 
testing sugar reactions and other cultural charac- 
teristics during identification of unknown cultures 
isolated in blood, stool and food examinations, and 
ee eae eee 908 

Animal inoculations for virulence tests, Kellogg tests, 
tuberculosis of kidneys, meningitis, standardizing 














vaccines, making immune serums, etc..... 478 
Precipitation tests, principally for syphilis woe 4,422 
Complement-fixation tests, principally for syphilis, 

but also for identification of cultures and immune 

UIPIIIIIIED . <iuistansusiddapncccaonihatadbabsoukeaeiab Kanes sspbiendhsaadaieonetaandceneesicnenniabinneians 3,558 
Agglutination tests, each one involving the making 

of eight different serum dilutions, centrifuging and 

examining; required for Widal tests for typhoid, 

undulant fever, typhus, tularemia, and for identifi- 

oe a, 

Se Me I os csiiecinsciiccsssiiaiiaicnisbnamiestnianetincnabsiniltsinintenii 13,694 

Number of cases represented........................ ; 4,624 


Biologics —The following biologics were made in the 
bacteriological laboratory and distributed during the month 
of June: 


Vaccine issued by the Bacteriological Laboratory during 











the month of June, 1936: Cubic 
Centimeters 
Triple typhoid........ Felasiigienec ahem aaseunie 1205 
ED iniscaas carp scaeettntanicageicapiphsmiahoinstcabukeciinanevchunnccésies 600 
Agglutinating antigens: 
ie ie ita cescincsrahnegsactenbischendbuabaieesies 355 
I a 250 
Paratyphoid beta........... SicsketsiadebaisiadiambiitinnGhéaticoen 275 
Brucella abortus sbieeai adel piistisveneaioieol 69 
ee 57 
Antigen for diagnosis of syphilis: 
Kolmer cad acdhasnblekatecadewidatipihe ialieencenl as = 100 
Kahn ....... Piscine iabatisnsiaelana seis cedesetedaetinaiactendesenccume 955 
TD  coscarcaacaes ssguneh Sicasseiebiedienadasieebeseniaacstointn eee 10 
Tubes of culture media .. seiebesannicaaiis icediaeniiotet 204 
Antisera: 
Typhoid eat 4 
Paratyphoid alpha ...................... 1 
Paratyphoid beta ...... 1 
Flexner dysentery ...... 4 
Ie I 2 
I IID oi ccis scacenncvcsnusesnapebentecs 2 
Sonne dysentery ...... 3 
Suipestifer 1 
SII cccccehsstlicbessccasipsiessbansin shikddaiiinabisaaslaaanbieinse . 1 
EINE iis itcidvcrmntnianss Saciapp licenses puosiisinmsiciaiilesa nesters 20 


Ophthalmia neonatorum prophylactic outfits distributed 
during the month of June, 1936: 


Number of ampoules 





5122 





Chemical Laboratory.—During June two hundred offi- 
cial samples and thirty-one unofficial samples of foods and 
drugs were examined in this laboratory. These consisted 
mostly of wines, alimentary paste, flavoring extracts, and 
miscellaneous products. Out of the 231 samples examined, 
136 were determined as illegal. In addition to these, 
fifteen samples were analyzed for state institutions, all 
but one of which were determined as legal. 


Water and Sewage—During June, 139 bacterial exami- 
nations and 148 chemical examinations of water were 
made in this laboratory. In addition, there were fourteen 
bacterial examinations of oysters and three bacterial ex- 
aminations of clams. 
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BUREAU OF 


REGISTRATION OF NURSES 


Activities of the Chief —The biennial conventions oi t! 
American Nurses’ Association, the National Organiza 
tion for Public Health Nursing, and the National Leagu: 
of Nursing Education were attended in Los Angeles on 
June 21 to 27. It is estimated that 11,000 nurses from all 
parts of the United States were in attendance. Meetings 
were valuable from an administrative standpoint. The 
attendance of the chief and inspector of the bureau was 
profitable. During the month, studies of facilities for teach- 
ing medical nursing were made in one hospital. Classes 
were visited and commencement exercises attended at sey- 
eral schools of nursing. Preparation of examination ques- 
tions and compilation of statistical material occupied 
considerable portion of the month. 


BUREAU OF SANITARY ENGINEERING 
Sewage Disposal 

New Projects—Discussion of sewage disposal projects 
which have been dormant for quite a while have been 
revived at Placerville and at San Diego. Two of the 
state institutions, Sonoma State Home and Napa State 
Hospital, have projects which have been discussed with 
the Bureau with a view to inclusion in the next biennial 
budget. Bond issues or proceedings are in progress for 
sewer systems or changes in sewage disposal at Decoto, 
Carmel, Eureka, Shafter, and Ione. At Avenal, discussions 
are on over public ownership of an existing private sewer 
system and its extension to serve outlying areas. All these 
matters have been under discussion with the Bureau. Ap- 
plication was filed by the city of Stockton for additions 
to its sewage disposal facilities, and permit has been 
granted. The new sewage-treatment plant at Camarillo 


State Hospital was inspected, also the new plant at Santa 
Maria. 


Complaints——Sewage disposal at Napa and Napa State 
Hospital was investigated on account of complaints by 
fishermen against pollution of Napa Slough. The Bureau 
has made tests to measure the degree of pollution and has 
outlined a project for Napa State Hospital. Other com- 
plaints concern sewage disposal at St. Helena, pollution 
of Mokelumne River by winery wastes, and sewage dis- 
posal difficulties at Gorman. At the request of the County 
Health Officer, a question as to how far a home owner 
might be expected to sewer to connect with the public 
sewer system was looked into at Rodeo. 


Community Sanitation—With the close of this biennium 
there have been 9,844 privies constructed under this pro- 
gram. The project represents a contribution by hom« 
owners of $194,343.17, and 90,650 man days’ labor con- 
tributed by WPA. 


Special Mention.—Sewage disposal at Steckel Park near 
Santa Paula was reported on. Tests made at Belvederé 
Cove on account of the sewage menace to swimming. 


Routine Inspections —Routine inspections were made at 
Pacific Grove, Del Monte, Golden Gate Park, and Porte: 
ville. 

Water 


New Projects. — At the request of the Sonoma Stat 
Home, a new water treatment, involving a rearrangement 
of water supply, was blocked out for Sonoma Far 
Colony. National City is building a new water-softenin 
plant and has applied for a permit. It is noteworthy that 
this is the third large city to go in for water-softening in 
California within recent months, the others being Sau 
Mateo, where two kinds of water-softening plants ar 
used, and Santa Barbara. 


Filtration of the water supply of Kern County Par! 
was discussed with the county surveyor. A filter plant at 
Summer Home Park to filter Russian River water wa 
put into service this month. It is understood to be doin 
very good work on this river water. 


Complaints—Complaint was received from the city « 
Firebaugh against picnic grounds and a dance hall on < 
small piece of ground on the river bank above the Fire 
baugh intake. The complaint was referred to the Count: 
Health Officer. At Salinas the question was up as to get 
ting an abandoned water well in a public street sealed uj 
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so as to prevent pollution of the underground water strata. 
A complaint against an open reservoir at San Carlos was 
referred to the sanitary inspectors. Another complaint 
was received against the poor grade of water in Grass 
Valley. 

Special Mention—Considerable time was spent on a new 
water supply for Locke, where recently a serious typhoid 
outbreak was traced to leakage of sewage into the water- 
supply well. An extensive survey into the condition of 
Monterey Bay as a source of water supply for the sardine 
canneries, was started by the Bureau this month. Tule 
River was surveyed on account of complaints of pollution 
by resorts. National Ice and Cold Storage Company 
bottled water, San Francisco, was inspected on request of 
the United States Public Health Service for use on com- 
mon carriers. Further tests were made on Lake Elsinore 
in connection with the heavy algae infestation that has 
affected this lake for several months. A communication 
was addressed to the water department of San Francisco, 
with respect to covers on the city reservoirs. 


Routine Inspections.—Routine inspections made at Santa 


Cruz, Napa State Hospital, and Sacramento filtration 
plant. 


Mosquitoes—Advice was given on mosquito control in 
Bakersfield and Marysville. 


Shellfish. — After considerable effort, some men who 
were digging clams from highly polluted mud flats near 
San Quentin Prison were apprehended and the case dealt 
with through the Division of Fish and Game. Several 
sources of shellfish in San Francisco and Los Angeles 
were inspected for approval for use on interstate carriers, 
at the request of the United States Public Health Service. 
Difficulty with the safety of clams shipped from Oregon 
required considerable investigation and correspondence 
with the Oregon State Health Officer. Clams and other 
shellfish were checked up on in Marin County, Richmond, 
San Rafael, and San Francisco markets. The Bureau is 
endeavoring to get certain sewers in South San Francisco 


changed so as not to menace oyster beds in that locality. 


Swimming Pools.—Swimming-pool filters were dis- 
cussed for an orphange near Danville, also an unusual 
pool proposed in Contra Costa County. Plans for sever- 
ing a cross-connection in the swimming pool at Beverly 
Hills were submitted and reviewed. 


Miscellaneous——A comprehensive paper by Abel Wol- 
man, Chairman, National Water Resources Committee on 
Federal Activities in this field, was discussed by the Bu- 
reau at Los Angeles. Also two papers on sewage-disposal 
subjects were prepared for the University of Southern 
California Civic Training School. Several conferences 
were necessary in connection with the question over the 
status of public health engineers under the Engineers 
Registration Act. A conference was held with the Public 
Health Service over the future certification of waters used 
on common carriers. The Bureau is finding that this is 
becoming a very time-consuming chore. At the request of 
the City Health Officer of Berkeley, rinse waters in sev- 
eral laundries were studied for contamination and other 
characteristics, with a view to possible regulation. A re- 
port on sewage disposal in the central valleys was pre- 
pared for the Central Valleys Water Project. Consider- 
able time was spent in preparing for instruction to be 
given by the Bureau at a sanitary school to be held at the 
University of California in July and August. 


_ Laboratory—Rendered opinion on 139 samples of water, 
lourteen samples of oysters, and two samples of clams. 


BUREAU OF VITAL STATISTICS 


More Births—During the first four months of 1936 
there were 26,250 births registered in California, as com- 
pared with 25,495 such events registered during the first 
lour months of 1935. This represents a gain of 755 births. 


More Marriages——During the first five months of 1936 
there were 20,604 marriages performed in California, as 
compared with 19,419 during a similar period of 1935. 
(his represents a gain of 1,185 marriages. 
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Search of Records——There were 1,567 searches of vital 
statistical records made by the Bureau during June and 
620 certifications were sent out. The balance of the 
searches represent verifications and affidavits to amend 
records already on file. 


BUREAU OF CHILD HYGIENE 


Activities —The Chief of the Bureau of Child Hygiene 
spent ten days out of the State attending the conference 
of Chiefs of Bureaus of Child Hygiene in Washington, 
D. C., under the auspices of the Federal Children’s Bu- 
reau. At this conference material was presented for build- 
ing new programs for maternal and child health. During 
the course of the conference the Chief spoke to its mem- 
bers on the California plan for health supervision of the 
children of migratory families. She discussed the super- 
vision and administration of bedside nursing delivery serv- 
ice with the group at Maternity Center Association in 
New York, which has had this type of program in active 
service for some years. She also visited two full-time 
county health units in Kentucky to observe the interrela- 
tionship of child health with the full-time health unit 
there. 

After returning, the Chief made field trips in order to 
organize the work for the new staff being added to the 
Bureau, and had many staff conferences with members, 
outlining and planning their work. On these field trips a 
two-day health conference was conducted at which eighty- 
five children were examined. A pediatrician joined the 
staff on June 2. She spent three days in the office during 
the course of the month, discussing with the Chief plans 
of work and arranging necessary materials. During the 
rest of the month she visited nine counties, inspecting six 
hospitals with maternity departments, four homes, and 
two county hospitals. In addition, she conducted fourteen 
child health conferences, examining 374 children, working 
with eleven nurses, and interviewing four health officers. 
A public health nurse joined the staff on June 15 and was 
assigned, temporarily, to the inspection of maternity homes 
and hospitals. She visited three counties during the course 
of which she made five investigations and inspected four 
licensed maternity homes and five licensed hospitals. Dur- 
ing the month, distribution was made of 3,859 pieces of 
literature included in which were 373 sets of postnatal 
letters and 517 sets of prenatal letters. 


BUREAU OF TUBERCULOSIS 


Activities of the Chief—During June the Chief of this 
bureau inspected the following tuberculosis hospitals: 
Olive View and Los Angeles General in Los Angeles 
County, Santa Barbara County Hospital, Monterey County 
Hospital, Santa Clara County Hospital, the San Fran- 
cisco Hospital, the San Mateo County Hospital, and the 
Hassler Health Farm. 

Meetings were held with the County Board of Super- 
visors of Monterey County and with the boards of super- 
visors of Tulare and Kings counties. Many conferences 
were held with health officers, county physicians, school 
executives, and other officials. A large part of the Chief’s 
time was devoted to preparation for a survey of migratory 
labor in California, with special reference to tuberculosis 
problems among migrants. Statistical reports of tubercu- 
losis morbidity and mortality in Monterey County were 
prepared. Preliminary reports of conditions pertaining to 
the health of migratory laborers in Riverside and Kern 
counties were received. 


HEALTH OFFICERS OF THE STATE OF 
CALIFORNIA BY COUNTIES 


June 15, 1936 


Dr. I. O. Church, Oakland 
Dr. Peter Paul Baron 

....Dr. Jack L. Stein 

Dr. Frank L. Kelly 

....-...-Dr. Charles Newell Mell 
..Nelson E. Clemens, D. V. M. 
Dr. Paul E. Dolan 

Dr. N. N. Ashley 

-_Dr. Harry J. Smith 

RS east Dr. D’Arcy Chace 
Under County Supervision 


Alameda County 
Alameda 
Albany... 
Berkeley......... 
Emeryville 
Hayward 
Livermore 
Oakland 
Piedmont.. 
Pleasanton 
San Leandro 
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Alpine County 


Amador County Dr. J. M. 
Amador City 
Jackson Mr. 
Plymouth 
Sutter Creek Mr. 


Wakefield, Sutter Creek 
....Mr. Ben White 
Earl J. Garberini 

Mr. Pete Laverone 

William T. Connors 


Butte County B. C. Epperson, D. O., Oroville 
NR rn “ .......Mr. Leon Brink 
Chico..... 2 . r. Charles E. Tovee 
Gridley........... aah . W. S. Lavy 
Oroville - .....Dr. Charles Benninger 

Calaveras County Dr. 


George P. Cooper, Angels Camp 
Angels Camp 


....Dr. E. W. Weirich 


Colusa County...... Dr. G. W. Desrosier, Colusa 
Colusa...... Dr. G. W. Desrosier 
Williams ; ..........Dr. Charles F. Keith 


Contra Costa County Dr. W. A. Powell, Martinez 
Antioch... ..Dr. Fred P. Nevius 
Concord Under County Supervision 
El Cerrito Dr. E. R. Jackson 
Hercules .... r County Supervision 
Martinez . Under County Supervision 
Pinole .. ee Under County Supervision 
Pittsburg............ commence, EL. E. Peters 
Richmond.............. Dr. Charles R. Blake 
Walnut Creek..... Under County Supervision 

Del Norte County Dr. 


Francis M. Stump, Crescent City 
Crescent City... 


Dr. F. M. Stump 


El Dorado County Dr. A. A. McKinnon, Placerville 
Placerville............ ......Mr. James P. Morton 


Fresno County Dr. W. F. Stein, Fresno 
Clovis Dr. M. S. MeMurtry 
Coalinga 
Firebaugh ; 
Fowler......... Mr 
Fresno.. 
Kingsbure.. 
Parlier... 
Reedley 
Sanger 
San Joaqquin 
Selma 


Mr. Frank Borrecco 

. Retel L. H. Fearnside 

Dr. C. Mathewson 

..Dr. Ewald A. Larson 

Mr. M. O. Daggs 

..Dr. R. E. Allen 

Dr. Benjamin H. Viau 

Under County Supervision 

Dr. Raymond R. Scott 

Glenn County Dr. F. M 
Orland.... 
Willows 


. Lawson, Willows 
Dr. T. H. Brown 
Dr. Etta S. Lund 


Charles C, Falk, Jr., Eureka 
Snaanen *. B. Cooper 

Dr. George P. Purlenky, Arcata 
..Dr. W. J. Quinn 
Dr. O. B. Barron 
Dr. H. W. Comfort 


Humboldt County Dr. 
Arcata...... 
Blue Lake 
Eureka...... 
Ferndale 
Fortuna. 


Imperial County Dr. Warren F. Fox, El Centro 
Brawley..... ecvecssceoussel ls 3. La Parker 
Calexico... . W. T. Heffernan 
Calipatria .Dr. J. A. Wallace 
El Centro Under County Supervision 
Holtville....... head .....Dr. H. B. Graeser 
Imperial... Under County Supervision 
Westmoreland .-Dr. J. N. Garner 


Inyo County 


Dr. Harvey W. Crook, Bishop 
Bishop 


-Dr. Harvey Crook 
Kern County Dr. Joe Smith, Bakersfield 
sakersfield osisiiiaiaiein . P. J. Cuneo 
Delano. Under County Supervision 
Maricopa ; sibel Dr. K. D. Cook 
Taft... ; saat .......Dr. Oran Newton 
Tehachapi Under County Supervision 
Kings County Dr. 
Corcoran eee--DF. J. H. Van Vorhis 
Hanford stisak A. Crawshaw 
Lemoore... = vessectsomeantaDie: We. es eon 


Aaron S. Torrens, Hanford 


Lake County 
Lakeport 


Luther J. Callahan, Lower Lake 
...Mr. Marion L. Hendricks 


Lassen County Dr. Cc. I 
Susanville 


- Burnett, Susanville 
-_Dr. George Scott Martin 


Los Angeles County ans 
Alhambra 
Areadia 
Avalon 
Azusa . 


L. Pomeroy, Los Angeles 
-Under County Supervision 
Under County Supervision 
Under County Supervision 
Under County Supervision 


Bell Under County Supervision 
Beverly Hills .........Dr. Charles F. Nelson 


Burbank 


Under County Supervision 
Claremont 


Under County Supervision 


Compton City 
Covina 

Culver City 

Kl Monte 

El Segundo 
Gardena .. 
Glendale .. 
Glendora. 
Hawthorne .. . 
Hermosa Beach.. 
Huntington Park ... 
Inglewood.. ehionabelel 
LaVerne . 

Long Beach. 

Los Angeles... 
Lynwood City - 
Manhattan Beach 
Maywood . 
Monrovia 
Montebello 
Monterey Park . 
Pasadena........ 
Pomona 

Redondo Beach 
san Fernando. 
San Gabriel .. 
San Marino. 
Santa Monica 
Sierra Madre 
Signal Hill 
South Gate...... 
South Pasadena 
Torrance 
Tujunga ........ 
Vernon 

West Covina. 
Whittier -.. 


Madera County 


Madera ws 
Chowchilla....... 


Marin County.. 
Belvedere 
Corte Madera 
Fairfax...... 
Larkspur. 
Mill Valley..... 
Ross ‘ ee 
San Anselmo 
San Rafael 
Sausalito ...... : 


Mariposa County 


Yosemite... 


Mendocino County 
Fort Braggz...... 
Point Arena.... 
Potter Valley 


Willits....... 


Merced County 
Dos Palos. 
Gustine 
Livingston... 
Los Banos 


Merced 


Modoc County 
Adin 
Alturas 


Mono County.. 


Monterey County 
Carmel .. : 
Kings City .. 
Monterey 
Pacific Grove 
Salinas 
Soledad 


Japa County 
Calistoga... 
Napa. 

St. Helena 


Nevada County 
Grass Valley.. 
Nevada City. 


Orange County 
Anaheim ...... 
Brea ies 
Fullerton 
Garden Grove 
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Under County Supervis 
Under County Supervis 
Under County Supervis 
Under County Supervis 
Under County Supervis 
Under County Supervi 
Under County Supervis 
Under County Supervis 
Under County Supervis 
Under County Supervis 
Under County Supervi:; 
Under County Supervisi 
Under County Supervis 
Dr. G. E. McDor 
...-...Dr. George Part 
Under County Supervis 
.Under County Supervis 
Under County Supervis 
..Under County Supervis 
Under County Supervis 
Under County Supervis 
Dr. Wilton L. Halver 
Under County Supervisi 
Under County Supervis 
Under County Supervisi 
Under County Supervis 
Under County Supervision 
.Under County Supervisi 
Under County Supervision 
Dr. V. L. Fisher, L. B 
Under County Supervision 
seeceeeceeeeee-DY. Albert Suppk 
Under County Supervision 
..Under County Supervisior 
: Dr. H. F. Becker 
Under County Supervisior 
Under County Supervisior 


Dr. Lee A. Stone, Made 
Under County Supervision 
A. C. Atwood 


Dr. H. O. Howitt, San Rafael 
Dr. C. W. Clark, San Rafasel 
Dr. L. L. Robinson, San Rafa: 
Dr. Bernard J. Conroy 
Robinson, San Raf 
ee Mr. Will Falley 
.Dr. Anne L. Brady 
.Dr. Harry N. Hensler 
Dr. Joseph Hawkins 
Lr. C. F. Larson 


Dr. John S. Webster, Marip: 
Dr. Hartley G. Dewey 


Dr. H. O. Cleland, Uki 
......Dr. Royal Scudder 
......Mr. A. L. McCallum 
-Under County Supervision 
svsscsencecel se 3. EL. Hansen 
.Dr. Raymond Babcock 


-_Dr. James A. Parker, Merced 
.Dr. E. A. Patters 
.Dr. A. W. Gustafs 

Mr. A. Stanley Court 

Dr. L. R. Hillyer 

..Dr. A. S. Parke! 


Dr. John Stile, Alturas 
Under County Supervisi 
....._Dr. W. E. Copped 


Dr. L. L. 


*, Robert K. Harker, Bridgep 


Dr. Roy M. Fortier, Salinas 
Under County Supervis 
-Under County Supervisi 
..Under County Supervisi 
..Under County Supervis 

seveeseceeeeeeee---- Miss Marie Fidel 
....Under County Supervisi 
..Dr. Robert S. Northrop, Naj 
Mr. George C. Lox 
CC. C. Hackett, D. D 
....Mr. C. C. Johns 


Dr. Carl P. Jones, Grass Vall 
..E. M. Rosener, D. V. } 
Mr. George H. Calan 


<. H. Sutherland, Santa A 
....Under County Supervisi 
..Under County Supervision 
Under County Supervisi 
...Under County Supervisi 
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Huntington Beach ...................Under County Supervision Santa Clara County . C. M. Burchfiel, San Jose 
Laguna Beach........... Under County Supervision Alviso..... . J. I. Beattie, Santa Clara 
ag Ee -Under County Supervision Gilroy Under County Supervision 
Newport Beach........... ....Under County Supervision Los Gatos : Under County Supervision 
Orange os ne -Under County Supervision Mayfield Mr. Louis Olsen 
Placentia............. vats .....Under County Supervision Morgan Hill Dr. R. L. Newbold 
San Clemente ........ .--Under County Supervision Mountain View Under County Supervision 
Santa Ana ....... : ; ‘Under County Supervision Palo Alto....... Mr. Louis Olsen 
Seal Beach Aeireubiaes ; Under County Supervision San Jose........ Dr. H. C. Brown 
Tustin -Under County Supervision Santa Clara. Under County Supervision 
Placer County...... ‘ Dr. Theodore Snypp, Auburn Sunnyvale... Under County Supervision 
Auburn ........... . ; Dr. Theodore Snypp Willow Glen. Under County Supervision 
‘ , - 7. > ™ ri ~ 
Colfax eer , svssssneeenneee DE R. c. Atkinson Santa Cruz County Dr. Samuel B. Randall, Santa Cruz 
Jincoln A ee a ee Secectn iSeries Dr. iM: . ix 
Rocklin...... ..........Under County Supervision Sep — r, Mahlon D. McPherson 
Fe cn OAING ncscoce nscesases a Dr. R. H. Eveleth Watsonville. Dr. George P. Tolman 


Plumas County.... Lek ; Dr. John Decker, Delleker na owning Dr. —- ‘eae 
. tedding by Mr. Tinfre¢ "righ 

Riverside County Dr. W. A. Jones, Riverside le . a oe 
Ranning.......- : ee Mr. Edward Miller Sierra County Dr. Carl C. Sutton, Downieville 
Beaumont..... ‘ asso, Ee EK Morse Downieville Under County Supervision 
BY ERC. 20.2000 ; = ...Dr. W. H. Chapman Loyalton Mr. Donald M. Martin 
Corona sissies ....Dr. Denver D. Roos Siskiyou County Di: ch FE Newton: Neko 
er : ; : De. H. Baer Dorris Dr. A. B. Gray 
BRR sc0s ..Dr. Leslie J. Clark — . A. B. Gray 
i ~oy me = M a. Dunsmuir . Mr. W. J. Stevenson 
lesa Dr. L W. Kellogg tna Dr. E. W. Bathurst 
Riverside....... - cwssssueeDF. W. A, Jones Fort Jones..... Mr. J. H. Wise 
San Jacinto..... *. W. L. Chilcott Montague Mr. Frank French 


Mt. Shasta Dr. James B. MeGuire 
Sacramento County : *.. Hugh Beattie, Elk Grove Yreka 


Isleton....... ae ......Dr. J. H. Leimbach 
North Sacramento...... ; ........Dr. W. E. Weddle Solano County . W. Cc. Jenney, Vacavillk 
Sacramento. acs Dr. Herbert F. True Benicia Dr. N. J 
Dixon Mr. H. C. 
Fairfield Dr. C. C. Purviance 
Rio Vista Mr. Floyd N. Holmes 
Suisun Dr. A. P. Finan 
San Bernardino County : : e ane Vacaville Mr. O. EB. Alley 
‘ Dr. Edwin B. Godfrey, San Bernardino Vallejo - Dr. Kk. A. Peterson 
jars eeaees : . Inder C r § rvisi 
— , Unaer — Ww 7 aioe Sonoma County s . A. Meneray, Santa Rosa 
Colton. cece 6 oe Dr. J. A. Champion Cloverdale Dr. I ». C. Oakleaf 
Needles Dr. W. G. Morton Healdsburg Dr. J. Walter Seawell 
Ontario . Dr. C. L. Emmons Petaluma Dr. Henry S. Rogers 
Redlands........... : sisi Dr. F. H. Folkins Santa Rosa Mr. f. J. Helgren 
Rialto. .cc:..... seceeenseeeeee DP. L, P, Barbour Sebastopol Dr. Chester Marsh 
San Bernardino ; _....Dr. G. Stirling Landon Sonoma Mr. H. A. Fiscus 
Upland. ee ..........Dr. John B. Craig 


Dr. Charles Pius 


. Crisp 
Grove 

San Benito County....... Dr. L. C. Hull, Hollister 

Hollister............. pies Mr. Fred A. Earle 

San Juan Bautista..... : ....-..... Mr, E. Zanetta 


Stanislaus County Dr. kk. F. Reamer, Modesto 
San Diego County ; Dr. A. M. Lesem, San Diego Ceres . Under County Supervision 
Chula Vista..... ; ...Dr. F. E. Ashcroft Modesto Under County Supervision 
Coromedie..<..1.<.......< .--e--ee--.---DY. Raymond Spear Newman Dr. A. M. 
East San Diego ..Under County Supervision Oakdale Under County Supervision 
Ei Casom............. : ........Mr. Charles R. Tate Patterson Mr. C. Busengdal 
Escondido........ : weeeedr, C. A. 8S. Kemper Riverbank Under County Supervision 
La Mesa ........... : Under County Supervision Turlock Dr. C. E. Pearson 
National City - saucy Under County Supervision 
Oceanside Under County Supervision Sutter County Dr. Francis P. Wisner, Marysville 
San Diego. : Does w...-------DF. Alex M. Lesem Yuba City Dr. J. H. Barr 


Roscoe 


San Francisco County * J. C. Geiger, San Francisco Tehama County Dr. James L. Faulkner, Red Bluff 
Corning . Dr. Caroline Howes 
Red Bluff Dr. R. G. Frey 
Tehama Dr. J. H. Belyea, Los Molinos 


San Joaquin County F ._Dr. J. J. Sippy, Stockton 
Rac ssicbicseceaasionsce ....Under County Supervision 
Manteca ...... ....Under County Supervision 
Stockton ...... ...ndUer County Supervision Trinity County Dr. W. M. Wilson, Weaverville 
NIN as victicaceashenansinicsintooe A Under County Supervision 

Tulare County Dr. Elmo R. Zumwalt, Tulare 
Dinuba Dr. P. D. Miller 
Exeter Dr. W. L. Nichols 
Lindsay. , Dr. Annie L. Bond 
Porterville Dr. Phillip S. Barber 


San Luis Obispo County fe mene 
ececsssesecceceecseseseeeeee----D YF. Allen F. Gillihan, San Luis Obispo 
Arroyo Grande . Under County Supervision 
Paso Robles...... _.........Under County Supervision 
San Luis Obispo. ..Under County Supervision 


Tulare : Dr. W. B. Parkinson 
San Mateo County ao ae Visalia a Dr. Gilbert Furness 
-_Dr. Charles C. Gans, P. ; Tuolumne County Dr. William L. Hood, Sonora 
\therton. ale oles Mr. J. E. Farrell (Acting) Sonora Dr. William L. Hood 
Re cncncncicnacenenesns cee ; .....Dr, Earl Lussier 
Burlingame. aoe ...Dr. Matthew F. Desmond Ventura County Dr. A. A. 
Colma.. se rene Under County Supervision Fillmore 
Daly City. ‘ sessccsstconssr A. A. Shaghoian Ojai Under County Supervision 
Hillsborough............. eras ..Mr. C. M. Hirschey Oxnard Under 
Menlo Park suites ...Under County Supervision Santa Paula _Under County Supervision 
Redwood City. elaine ieee Mr. Con Drathman Ventura J. A. DeSerpa, D. V. M. 
OE I ois ensisin cenit nsnce ...-.------Dr. F. Holmes Smith 
San Carlos.. : a __Mr. O. W. Stewart Yolo County : . George M. Uhl, Woodland 
San Mateo Dr. James A. Warburton Davis Under County Supervision 
South San Francisco Dr. J. O. MeMills Winters Under County Supervision 
Woodland Under County Supervision 


Maulhardt, Oxnard 
Under County Supervision 


County Supervision 


inta Barbara County Dr. R. C. Main, Santa Barbara [ : - 
Lompoc. aie ; Under County Supervision Yuba County ‘ *. J. W. Linstrum, Marysville 
SAG. TAEDA IG sce cs en ssenewnnnnssess _Dr. C. T. Roome Marysville........ Dr. R. Hanagan, D. V. M. 
Santa Maria ........--Under County Supervision Wheatland...... ; ‘ Dr. F. W. Didier 
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TWENTY-FIVE YEARS AGO? 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. IX, No. 9, September, 1911 


From Some Editorial Notes: 


Purely Personal—tThe secretary of the Society and the 
editor of the Journal is tired, very tired. He has been 
ordered away to take a complete rest and to think as little 
as possible about the Society, its work, or its Journal. 
The Council has granted him a leave of absence for some 
months, and the Publication Committee has kindly under- 
taken to look after the publication of the Journal, under 
temporary editorship of Dr. D’Arcy Power. The work 
of building up and conducting the Society’s affairs, while 
it has been at times hard and has involved a good deal of 
worry during the lean years, has also been most pleasant; 
to see something of real value grow from almost nothing 
has been a keen pleasure. Therefore, it is not without a 
distinct feeling of sadness that the secretary-editor obeys 
the instructions of his physician, closes his desk and leaves 
his office, to take the first real vacation in twenty years. 
To every member of the Society who has helped—and 
many have helped more than they know—the secretary- 
editor wishes to extend his thanks. .. . 


(The above paragraph is from the pen of the late Philip 
Mills Jones, founder and editor of the official journal of 
the Medical Society of the State of California.) 


From an article on “Clinical Observations on Migraine” 


by Herbert C. Moffit, M. D., San Francisco. 


It is a pleasure in this gathering of specialists once 
again to acknowledge the great debt of the clinician to 
ophthalmology. No medical student of today should leave 
school and hospital without command of the methods of 
eye examination—the ophthalmoscope to the internist is 
as indispensable as the stethoscope. But during incursions 
into the borderland of your activity, the clinician not in- 
frequently has chance to observe that the specialist, early 
in his career, builds too high a fence about his preserves 
and cuts off his view of the general broad field. A proper 
training in clinical medicine and neurology is essential to 
the interpretation by the ophthalmologist of many pupil- 
lary, muscle and fundus phenomena; the judicial habit of 
mind acquired at the bedside will curb tendencies toward 
narrow specialism and keep in check the enthusiastic 
advocate of eye strain as a source of all evil... . 


From an article on “A Résumé of the Modern Opera- 
tive Procedures in Ear Affections” by Dr. H. B. Graham, 
M.D., San Francisco. 


It is not my purpose to give a complete description or 
discussion of the various operative procedures that are 
followed by the various otologists of today, but to review 
them cursorily in order to give my personal impressions 
concerning their value... . 


From an article on “Some Types of Intestinal Indiges- 
tion Occurring in Young Children” by Langley Porter, 
M.D., San Francisco. 


Any who have had experience in the examination of the 
stools of young children cannot fail to have been struck 
by the frequency with which free starch is found; nor 
can they have failed to notice that almost invariably the 
presence of this starch in the stools is accompanied by 
a very definite, although not uniform, series of clinical 
symptoms. ... 


+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 


(Continued in Front Advertising Section, Page 17) 
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By Cuartes B. Pinkuam, M.D. 
Secretary-Treasurer 
News 


“Dr. Samuel A. Twain, Berkeley physician, today stood 
convicted on ten counts of failure to keep records of na: 
cotic prescriptions. The doctor . . . was found guilty } 
a jury last night after forty-five minutes’ deliberation. . . . 
Doctor Twain was arrested last December, and, in ad 
dition to charges of failing to keep records, was accused 
on two counts of illegal possession of narcotics. He was 
acquitted on this charge in May by a jury in Superior 
Judge Frank M. Ogden’s court in Oakland.” (Oakland 
Tribune, July 12, 1936.) 


“Headquarters of an illegal operation ring, said 
police to perform as many as twenty abortions daily, wer 
raided at 327 Fillmore Street and 339 Waller Street. . . 
Police Inspectors George Engler and Harry Husted said 
the Fillmore Street address, equipped with several beds 
and rest-room facilities, was the ring’s appointment office 
Interviews with a dozen women who visited there yester- 
day afternoon disclosed information which led the officers 
to the abortion ‘hospital’ at 339 Waller.” (San Francisco 
Examiner, July 12, 1936.) 


“At least one, and perhaps more, of the thirty-one de- 
fendants indicted in connection with the alleged operation 
of a state-wide illegal operation ring are prepared to turn 
State’s evidence, it was indicated today. This was indi- 
cated when twenty-two of the defendants were arraigned 
before Superior Judge George J. Steiger on charges of 
conspiracy to commit illegal operatons and the commission 
of illegal operations. The court set October 13 as the trial 
date. .. . One defendant named in the indictment, Nor- 
man Powers, failed to appear in court. He is sought 
William Byrne, one of the defendants, was arrested as 
he left the courtroom on a charge of wife abandonment 
on a complaint sworn to by William Heistuman, 3842 
Fulton Street, his father-in-law.” (Press dispatch dated 
San Francisco, July 10, 1936, published in the Oakland 
Tribune, July 10, 1936.) 


“Twenty-three defendants in the coast-wide criminal 
operations ring faced Superior Judge George J. Steiger 
today to hear Assistant District Attorney John J. M« 
Mahon demand a swift trial ‘because there are rumors of 
attempts to fix this case in San Francisco. . . . Reports 
have been circulating that R. L. Rankin, the central figure 
in this case, is trying to fix this case,’ Mr. McMahon said 
‘The story is that he “ ‘has a good in in San Francisco’ ” 
and will be able to stall this case. No such thing is going 
to happen. We want this trial to go on swiftly, and will 
oppose any continuances.’ Rankin, one of the defendants, 
made no comment on Mr. McMahon’s statement. M1 
McMahon also demanded that $2,500 bail of W. Norma 
Powers, another defendant, be forfeited when he failed t 
appear in court, despite the fact that Clarence Morris 
defense attorney, produced a doctor’s certificate stating 
Powers is ill in Seattle. ‘I understand Powers is sti!! 
carrying on his nefarious business in Seattle right nov 
and that the medical certificate came from Rankin’s ow: 
firm,’ Mr. McMahon declared. Judge Steiger declined t 
forfeit the bail on Mr. Morris’ promise that Powers woul 
appear in court Monday.” (San Francisco News, July ‘ 
1936.) 


“The police homicide detail cracked down on thre 
alleged abortion ring headquarters yesterday and arreste 
three men and five women. Acting on information fron 
a woman informer, the police first closed in on a ‘hospital’ 


+ The office addresses of the California State Board of 
Medical Examiners are printed in the roster on adve1 
tising page 6. 


(Continued in Front Advertising Section, Page 18) 


